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1
Introduction
The purpose of this discussion is to discuss two appropriate interventions for 
a major recurrent depressive episode. For each intervention the theoretical 
model and treatment objectives will be described. Particular emphasis is 
placed on the evidence base for the efficacy of the chosen therapies in terms 
of both treatment for depression and protection from future recurrence. The 
two therapies for discussion are cognitive therapy (CT) as proposed by Beck, 
Rush, Shaw and Emery in 1979 and interpersonal psychotherapy (IPT) as 
proposed by Klerman, Weissman, Rounsaville and Chevron in 1984. 
Discussion of IPT will include more recent developments of a maintenance 
form of IPT (IPT-M) as proposed by Frank, Kupfer and Perel in 1989.
Although there are differences between IPT and IPT-M the similarities warrant 
its discussion.
Major or unipolar depression can be defined as a sad, depressed mood or 
loss of interest or pleasure in most usual activities. This is accompanied by a 
number of physical and psychological symptoms. Physical symptoms include 
changes in appetite, sleep, weight, energy and levels of agitation. 
Psychological symptoms include feelings of worthlessness, guilt, poor 
concentration and thoughts of death or suicide. DSM-IV (American 
Psychological Association, 1997) stipulates that at least five out of nine 
depressive symptoms must persist over a two week period, causing 
significant distress or impairment in functioning. People experiencing normal 
bereavement reactions or those who also experience manic episodes would 
not be included in this category.
While most episodes of major depression remit within three to six months, as 
many as 75% of people who have suffered a single episode will experience at 
least one further episode in the next ten years, (Piccinelli and Wilkinson,
1994; as cited in Roth & Fonagy, 1996). Furthermore, one third of people 
experience a recurrence in the first two years following recovery, (Keller and 
Shapiro, 1982; as cited in Roth & Fonagy, 1996). This suggests that, while
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the likelihood of recurrence is high, the ‘cycle time' may be relatively slow for 
a significant proportion of people. Recurrence is, therefore, of major 
importance in the nature of major depressive disorder and should be 
considered distinct from relapse when symptoms return in the first 20 weeks 
after recovery from depression. After this time a return of symptoms that 
meet the criteria for depression would constitute a recurrence.
Theory of depression according to Beck’s cognitive model
Beck (1967, 1976; as cited in Hawton, Salkovskis, Kirk & Clark, 1989) 
proposed that negatively distorted thinking was central to depression and 
played a major role in the maintenance of the disorder. He suggested that this 
negative thinking arose as a result of schemata or assumptions about the 
world or self laid down in childhood and later in life. Beck argued that these 
schemata influenced how people perceived themselves or their world and 
also led the individual to selectively attend to information that would tend to 
confirm these beliefs. While many assumptions or associated rules could be 
considered adaptive, others could be overly rigid, extreme or resistant to 
change and would lead individuals to become vulnerable in certain situations. 
When these situations were then encountered the assumptions would be 
activated and lead to the production of negative automatic thoughts. These 
thoughts, linked to ideas about the self, the world and the future, were named 
the cognitive triad. According to Beck, it was these thoughts that would serve 
to lower mood, which would, in turn, lead to yet further negative thinking. The 
model suggests that the ensuing vicious circle maintained the low mood.
Beck went on to argue that an individual’s thoughts could be further 
influenced by a variety of thinking errors, such as overgeneralization and 
dichotomous or black and white thinking. While Beck placed greatest 
emphasis on the importance of cognitions he also acknowledged the 
interaction between these thoughts and an individual’s behaviour and 
physiology.
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Cognitive therapy for depression
According to Beck’s model of depression, if underlying negative thinking and 
the use of thinking errors could be altered, the symptoms of depression 
subside. Beck et al (1979) offered a comprehensive guide as to how this 
could be achieved by breaking into the vicious cycle of low mood and 
negative thoughts. Individuals are helped to recognise their maladaptive 
thinking and dysfunctional behaviour and to question and challenge the 
validity of negative thoughts and unhelpful beliefs. Patients are encouraged 
to look for all the evidence relating to a given thought or belief and to then use 
this evidence to make a more appropriate judgement about themselves, the 
world or their future. Beliefs and thoughts are explored, via Socratic 
questioning and by the use of both cognitive and behavioural exercises.
Treatment itself is time-limited, goal oriented, structured and focussed on 
current difficulties. The therapist and patient work together collaboratively to 
test out the validity of an individuals thoughts and beliefs. The therapist uses 
techniques such as Socratic questioning and guided discovery to assist in the 
solving of specific problems and psychoeducation is used to help the patient 
understand their experience. Homework tasks play an integral role in 
cognitive therapy as they assist in ensuring that gains made in the therapy 
sessions, generalise to the individual’s everyday life.
One of the difficulties associated with cognitive therapy for depression is that 
it requires a substantial amount of effort on the part of the client. For 
example, frequent homework assignments are given which can be relatively 
time consuming. In the initial stages of therapy, when clients may have poor 
motivation, as a result of their depressed mood, this may present quite an 
obstacle to progress.
Theory of depression according to interpersonal theories
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IPT was developed as a research treatment by Klerman, DiMascio, 
Weissman, Prusoff & Paykel in 1974 (as cited in Frank and Spanier, 1995). 
The principles of this treatment are rooted in the interpersonal school of 
psychoanalysis. Main theorists influencing IPT included Meyer (1957; as 
cited in Frank and Spanier, 1995), Sullivan (1953; as cited in Evans, 1996) 
and Bowl by (1982; as cited in Frank and Spanier, 1995). Although their 
theories were not specific to depression they all shared the concept that it 
was difficulties in interpersonal relationships, whether that be separation or 
lack of interpersonal cooperation, that would lead to emotional disturbance.
Meyer applied Darwinian theory of evolution to the social environment. He 
argued that psychopathology resulted from an individual’s unsuccessful 
attempt to adapt to their social environment and suggested that the way an 
individual responded to a situation was a reflection of their early interpersonal 
experience. Sullivan believed that human behaviour was characterised by a 
need for satisfactory personal relationships and viewed psychiatry at the 
science of interpersonal living. Sullivan stressed the importance of early 
experience and suggested that this could be represented in varying levels of 
complexity depending on developmental age. He argued that individuals 
were driven by instinctual needs, such as food, which required interpersonal 
cooperation if they were to be met, i.e. a baby’s reliance on his/her mother.
As an infant developed, the complexity of this interpersonal cooperation 
increased and a tender bond with the mother became a need in itself. He 
suggested that if needs were not satisfied, apathy would develop. Although 
an appealing theory, Sullivan himself conceded that it was “not adequately 
stated”, (1953; as cited in Evans, 1996). The subsequent work of Bowl by 
extended Sullivan’s ideas with his work on attachment theory. He argued that 
humans have a strong instinctual drive to develop affectional bonds with 
significant others and believed that emotional disturbance arose if these 
bonds were broken or individuals separated. He went further to argue that 
psychopathology was the result of an individual’s inability to maintain or 
develop meaningful emotional bonds with others, (Bowlby, 1977; as cited in 
Frank and Spanier, 1995).
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IPT for depression
In some ways IPT, as developed by Klerman et al in 1984, is very similar to 
CT, making the treatments amenable to comparison. For example, both 
interventions are time-limited, structured, collaborative, problem oriented and 
pragmatic. They both acknowledge the importance of early experience while 
primarily focusing on current difficulties. Psychoeducation plays a substantial 
role in IPT, as it does in CT, so that patients come to understand the 
connection between depression and interpersonal difficulties. CT uses a 
combination of cognitive and behavioural techniques designed to bring about 
change in a patients cognitions and beliefs. IPT, although psychoanalytic in 
orientation, uses a more eclectic approach, incorporating techniques from 
numerous schools of thought. For example, IPT is interested in the dynamic 
processes of the self and analysis of the therapeutic relationship, although 
with a view to understanding how these influence current interpersonal 
patterns of behaviour. Unlike CT, IPT does not involve homework and does 
not aim to dispute patterns of negative thinking.
The aim of IPT is to enhance an individuals interpersonal relationships and 
social functioning. While emphasis is placed on current interpersonal 
difficulties other biopsychosocial factors, such as biological factors, are 
acknowledged. The application of IPT comprises three distinct phases. First, 
an idiosyncratic conceptualisation, incorporating the patient's current 
interpersonal context, is developed. Depression is linked to one of four 
problem areas, which will form the focus for therapy. These are grief, role 
dispute, role transition and interpersonal deficits. At this point depression is 
viewed as an illness and patients are encouraged to adopt the sick role. The 
second phase of therapy focuses on one or two of the problem areas 
identified, each area having its own specific strategies to bring about change. 
For example, techniques adopted for the problem area of role transition (e.g. 
following retirement) include facilitating the mourning of the old role while 
identifying positive aspects of the new role. Techniques include exploration,
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encouragement of affect and the use of transference. The final phase aims 
to foster independence so that therapy can be terminated. Emphasis is 
placed on relapse prevention.
In 1989, Frank et al developed a maintenance form of IPT (IPT-M) with the 
specific aim of enhancing individuals’ strengths and abilities in order to reduce 
the chance of relapse or recurrence. IPT-M employs the same strategies and 
focuses on the same problem areas as IPT. It is delivered following a 
successful course of IPT and commonly takes the form of one session per 
month over several years. IPT-M places greater emphasis on the future and 
the number of problem areas addressed is normally greater than in IPT, 
(Frank & Spanier, 1995).
One of the obvious drawbacks of interpersonal psychotherapy is that it would 
hard to see how this treatment could be of benefit to depressed individuals 
who do not report any such interpersonal difficulties. It may, therefore, only 
be appropriate for a certain subset of people. Furthermore, the mechanisms 
that bring about change in IPT are not well understood, (Frank & Spanier, 
1995).
Evidence base for cognitive therapy for depression
The treatment of depression using CT is based on a comprehensive and 
specific model. This model is open to investigation in two ways. Empirical 
evidence for the model itself and evidence of the efficacy of treatments 
derived from the model. The main emphasis in this discussion will be to look 
at evidence of treatment efficacy because it allows for the clearest 
comparison of two theoretically divergent interventions.
A number of randomised controlled trials have been conducted to establish 
the efficacy of cognitive therapy. For example, an early trial by Blackburn, 
Bishop, Glen, Whalley and Christie (1981; as cited in Sheldon et al, 1993) 
found that, following 12 weeks of cognitive therapy, participants’ scores on
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the Hamilton Rating Scale of Depression (HRSD; Hamilton, 1967 as cited in 
Elkin et al, 1995) had been reduced by an average of 77%. This was 
compared to a 16% reduction for a group of participants receiving tricyclic 
medication. At two year follow up Blackburn, Eunson and Bishop (1986; as 
cited in Blackburn, 1990) found that 22% of those who had received CT, 
whether in combination or alone, experienced a recurrence compared to 78% 
of those who had received active medication alone. While it was concluded 
that CT was a highly effective treatment for depression, it is important to note 
that frequent follow ups of all patients were lacking and recurrence was 
defined by individuals first seeking and then requiring additional help. In 
addition, the drop out rate from CT, was 38%.
A more recent study was conducted at the University of Minnesota (Hollon et 
al, 1992; Evans et al 1992; as cited in Roth and Fonagy, 1996). 107 
participants were allocated to one of three conditions; CT, active medication 
plus clinical management or a combination of both active treatments. CT was 
offered in a somewhat intensive format, with 20 sessions completed in a 12 
week period. Following the 12 weeks of intervention there were no significant 
differences between groups. Again attrition rates were high but did not differ 
across groups. At two year follow up 50% of participants in the active 
medication condition had suffered a relapse compared to only 18% in the 
group receiving CT or CT with active medication. It would appear, therefore, 
that a relatively short course of CT could provide significant prophylactic 
protection against a recurrence of depression. One limitation of this study, 
which should be noted was that, at two year follow, data was only obtained on 
44 of the participants.
Evidence base for interpersonal pyschotherapy for depression
The efficacy of IPT has been tested in a number of randomised controlled 
trials. The New Haven-Boston Collaborative Study of the Treatment of Acute 
Depression compared IPT with amitriptyline medication (DiMascio,
Weissman, Prusoff, Neu, Swilling & Klerman, 1979, Weissman, Prusoff,
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DiMascio, Neu, Gohlaney & Klerman, 1979; as cited in Frank and Spanier, 
1995). At the end of a 16 week treatment protocol there were no significant 
differences between the two interventions and both were superior to a control. 
When these patients were followed up at one year Weissman, Klerman, 
Prusoff, Sholomasks and Radian (1981; as cited in Frank & Spanier, 1995) 
found that psychosocial functioning for individuals who received IPT was 
superior compared to individuals in the medication or control conditions. 
However, it was noted that relapse by one year was high across all 
conditions, suggesting that improved psychosocial functioning did not protect 
against recurrence and the authors concluded that 16 weeks of treatment 
may not have been adequate.
Direct comparison of CT and IPT
The most influential study comparing CT with IPT was conducted by the 
National Institute for Mental Health and entitled the Treatment of Depression 
Collaborative Research Program (NIMH-TDCRP; Elkin et al, 1989). It is the 
most relevant study for this discussion as it compares directly the efficacy of 
CT as proposed by Beck et al (1979) and IPT as proposed by Klerman et al 
(1984). It is also particularly relevant due to the fact that, for 64% of the 
sample, this was not their first episode of depression.
This ambitious multisite study recruited 250 participants who were randomly 
allocated to one of 4 conditions. The groups were CT, IPT, active medication 
with clinical management and placebo with clinical management. Following a 
16 week treatment phase, all participants showed a significant improvement 
in symptoms of depression and social functioning and there were no 
statistically significant differences between groups. Outcome was measured 
using the HRSD, the Global Assessment Scale (GAS; Endicott, Spitzer, Fleiss 
& Cohen, 1976 as cited in Elkin et al 1995) and the Beck Depression 
Inventory (BDI; Beck et al, 1979 as cited in Elkin et al 1995). Attrition rates, 
ranging from 23% to 40%, did not differ significantly across groups. Patients 
were followed up at 6, 12 and 18 months. At 18 months follow-up, Shea et al
9
(1992; as cited in Frank and Spanier, 1995) found that the number of people 
who had recovered during active treatment and remained well throughout the 
follow up was not significantly different across groups. However, this group of 
people was relatively small, ranging from 19-30%.
A further investigation of the NIMH data by Elkin et al (1995) looked at 
differences in efficacy between treatment groups depending on initial severity 
of depression as measured by the HRSD, GAS and BDI. When the groups 
were split into those with low and high levels of depression at baseline, there 
were no significant differences at the end of treatment between groups for 
those who were less severely depressed at baseline. For the group that was 
more severely depressed at baseline a number of differences did emerge.
On the HRSD the medication group was superior to both CT and placebo but 
not IPT. In turn, there was a trend for IPT to be superior to both CT and 
placebo. In contrast, CT did not differ significantly from the placebo condition. 
However, on the GAS the medication group was superior to all other 
conditions. IPT and CT did not differ significantly from the placebo condition. 
Finally, on the BDI, IPT and medication were both superior to CT and 
placebo. CT was not significantly different from placebo. Elkin et al (1995) 
concluded that there was some evidence to support the effectiveness of IPT 
for the more severely depressed group. However, the lack of efficacy of CT 
for the more severely depressed participants was not replicated in the 
University of Minnesota study, described earlier (Hollen et al 1992, Evans et 
al 1992; as cited in Roth & Fonagy, 1996) suggesting that for severely 
depressed individuals more sessions of CT may be required.
Subsequent to this study two re-analyses of the data at end of treatment were 
conducted. Klein and Ross (1993; as cited in Frank & Spanier, 1995) 
discovered more distinct differences among the more severely depressed 
group. They concluded that the medication led to greater improvements than 
IPT and CT and that the psychological interventions were superior to a 
placebo control. They also replicated the finding that IPT was superior to CT 
in this severely depressed group. Using random regression models, Gibbons
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et al (1993; as cited in Frank & Spanier, 1995) looked specifically at the 
HRSD data. At 16 weeks there was a trend for the medication to be superior 
to the psychological interventions, which in turn showed a non-significant 
trend towards superiority over the placebo control.
A more recent study by Stewart, Garfinkel, Nunes, Donovan and Klein (1998) 
re-examined the NIMH-TDCRP data to look at treatment response for those 
depressed individuals who presented with atypical features, a diagnostic 
subtype of major depressive disorder. Atypical features can be defined as 
reactivity of mood with additional features such as hyperphagia, hypersomnia, 
leaden paralysis and pathologic rejection sensitivity in the absense of 
melancholia. The results found that, for the group who did not present with 
atypical features, both the medication condition and the IPT condition were 
superior to the placebo. Again the CT condition was not significantly different 
from the placebo control. For the group presenting with atypical features 
none of the treatment conditions were significantly different from the placebo 
control. However, while there was no difference in the effectiveness of IPT or 
the placebo between diagnostic subgroups, the CT group showed a trend 
towards superiority for those with atypical features compared to those without, 
suggesting that ingredients of CT may be particularly active for this subtype of 
people with depression. Limitations of this study include the small number of 
people with atypical features of depression in the placebo condition and the 
fact that the DSM-IV criteria for atypical features was not rigorously applied.
While CT did not appear to fair well in the NIMH-TDCRP study it is important 
to note that many patients who received CT did show considerable 
improvement following treatment that was comparable to improvements from 
previous studies of CT, (Elkin et al, 1995). Elkin (1994; as cited in Frank & 
Spanier, 1995) concluded that the relative lack of differences between groups 
appears to be due to the good outcome of the placebo condition.
As Elkin et al (1989) point out, both the active medication and placebo control 
were highly effective in the NIMH-TDCRP study, arguing that both conditions
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were more effective than has been found in other studies. One possible 
explanation for this could be the support and encouragement provided in the 
clinical management component of these conditions. It is possible that the 
clinical management had active ingredients superior to control conditions in 
alternative studies. Content of clinical management sessions included 
support, encouragement and direct advice. Could it be that non-specific 
elements of all therapies, such as therapeutic alliance, were enough to foster 
change?
A further study, which again compared the efficacy of CT with a 
psychodynamjc/interpersonal therapy was conducted by Shapiro et al (1994; 
as cited by Roth & Fonagy, 1996). Participants were allocated on a stratified 
random basis to either CT or IPT and to either 8 or 16 treatment session 
conditions. The stratifying variable was severity of depression, being low, 
moderate or severe. The results found that both treatments were effective 
and, in contrast to the NIMH study, there were no differences across levels of 
severity. For the more severely depressed patients, those who received 16 
sessions achieved greater gains than those who received 8 sessions. There 
was no difference in outcome according to number of sessions for the mild to 
moderately depressed groups. At one year follow-up only 29% of people 
remained asymptomatic and there were no differences between treatment 
conditions. In addition, the more severely depressed patients were less likely 
to maintain their gains. In contrast, there was an interaction between 
treatment type and length of treatment, with those receiving 8 sessions of IPT 
doing less well on all measures compared to CT. There was also a trend to 
suggest that those receiving 16 sessions of CT were more likely to maintain 
their gains at one year compared to all other groups. In contrast to the NIMH 
study Shapiro et al were able to demonstrate that CT was superior to IPT 
regardless of length of treatment or severity of depression. One limitation of 
this study was that the majority of patients were self-referred and it is likely 
that such a sample would differ from those seen in clinical practice.
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Evidence base for maintenance interpersonal psychotherapy
The Pittsburg Maintenance Therapies in Recurrent Depression (MTRD) study 
was designed specifically to look at the nature of recurrence in major 
depressive disorder, (Frank et al, (1989); Frank, Kupfer, Perel, Comes, Jarrett 
et al (1990)). Individuals experiencing a major depressive episode and 
considered at high risk of recurrence were offered a combination of active 
medication and a course of interpersonal psychotherapy. On recovery from 
their depressive episode they were randomly assigned to one of five 
maintenance treatments lasting for a maximum of three years. Maintenance 
treatments, offering one session per month, included IPT-M, imipramine or 
placebo with or without IPT-M. By the end of the three year study, Frank et al 
(1990) reported that 30.8% of participants in the IPT-M group had completed 
the three years without a recurrence, compared to a survival rate in the 
placebo control of only 8.7%. Furthermore, the survival rate in the active 
medication group at three years was 46.4% rising to 60% when combined 
with IPT-M. Importantly, attrition rates in the active medication group was 
higher than rates in the IPT-M groups suggesting that IPT-M was considered 
a more acceptable maintenance treatment by some individuals. This may be 
due to the fact that the dose of active medication remained relatively high 
throughout the maintenance phase. It could be concluded, therefore, that a 
low dose of IPT-M was able to significantly reduce the likelihood of recurrence 
during a three-year period.
A further report from this study by Frank, Kupfer, Wagner, McEachran and 
Comes (1991) looked at the impact of quality of therapy on survival rate.
They split the groups into two depending on the specificity of IPT-M delivered. 
In the high specificity group, where treatment sessions remained highly 
focused on interpersonal difficulties, participants’ median survival time to 
relapse was almost two years compared to less than 5 months for those 
whose treatment sessions had been less focused. This study provides further 
support for the efficacy of IPT-M and Frank et al (1991) concluded that, when
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highly focused on interpersonal difficulties, IPT-M could protect against 
recurrence.
One significant limitation of the Pittsburg MTRD study was that, in order to get 
a clear picture of the nature of recurrence in unipolar depression a number of 
stringent inclusion criteria were employed. It was, therefore, relatively difficult 
for participants to be accepted into the maintenance phase of this study, 
leading to a restricted sample and poor external validity. For example, only 
those responding positively to the initial course of treatment were accepted 
into the maintenance phase suggesting that the more severely depressed or 
those that did not benefit from IPT did not make it into the study proper. Of 
230 participants recruited, only 74 made it into the maintenance phase.
Conclusion
Looking at the evidence presented in this discussion it can be concluded that 
both cognitive therapy and interpersonal psychotherapy are effective 
treatments for a recurrent major depressive episode. Studies involving either 
therapy are able to show that many people gain substantial benefit in terms of 
both reduction of symptoms and improvement in social functioning. At follow 
up, ranging from 12 months to two years there is evidence that both 
treatments provide some degree of prophylaxis protection against recurrence. 
Most of the studies discussed demonstrate that approximately 30% of people 
reach the end of the follow-up period without a recurrence and this does not 
vary between therapies. This includes Frank et al’s (1991) study of IPT-M 
showing that even individuals considered at high risk of recurrence can be 
offered some protection. Two of the studies reporting recurrence rates 
following CT show survival rates between 78% and 82% although these 
studies suffered from significant design flaws, such as poor methods of follow 
up assessments or small sample size, and remain to be replicated.
While these benefits should not be underestimated it is important to 
emphasise that in the majority of studies discussed attrition was high. One
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third of the people taking part did not complete a course of therapy. 
Furthermore, if an average of 30% of participants remained well by the end of 
follow up this still leaves a significant number who experienced a recurrence 
of their difficulties. The natural course of recurrent major depressive disorder, 
where the ‘cycle’ may be more than two years suggests that treatment trials 
should involve longer follow up periods. As the follow up periods in many 
studies vary in length it can make drawing conclusions about recurrence 
difficult. The 30% of people remaining well at the end of these studies may 
just be a group whose depression ‘cycle’ is slower.
Two factors that do seem to be important in the treatment of depression are 
that of severity of depression and the presence of atypical features. Those 
who are considered to be severely depressed at baseline are likely to do less 
well and more likely to experience a recurrence more quickly compared to 
those who are less severely depressed. There is inconsistent evidence 
regarding which treatment should be offered for severely depressed 
individuals, although treatment involving either approach should offer more 
sessions. Where an increased number of CT sessions are offered, more 
frequent sessions may improve outcome. Where IPT is offered a subsequent 
maintenance program should be considered for those who are at risk of 
recurrence. For those who experience depression with atypical features, CT 
may be superior to IPT and quality of therapy, particularly in IPT, should be 
carefully monitored.
Importantly, there are very few studies testing the efficacy of IPT other than 
the NIMH study. In contrast there are a number involving CT. As a result the 
conclusions regarding CT can be considered more reliable than IPT and this 
should be taken into consideration when selecting interventions.
Areas of further study should, therefore, involve an increased number of trials 
involving IPT. Furthermore, all trials should involve longer follow up periods 
that are able to take into account the natural course of recurrent major 
depression. Further research should be conducted to establish if the findings
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from well controlled randomised controlled trials generalise to the less 
restricted populations found in NHS practice and, if not, methods should be 
explored to improve these treatments for use in clinical practice. Importantly, 
because a significant proportion of patients do not benefit from either 
treatment it is vital to research methods and strategies that can be employed 
to engage and motivate this group. Finally, studies detailing maintenance 
therapies have offered these therapies on a once a month basis. It would be 
interesting to see if more frequent sessions would increase the efficacy of 
these treatments.
It can be concluded, therefore, that a significant proportion of people can 
benefit from therapeutic interventions such as CT and IPT for major recurrent 
depressive episode. This may be particularly important for those who are 
unwilling or unable to tolerate psychotropic medication and offers a viable 
alternative.
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Parenting skills can be assessed and taught to people with learning
disability. Discuss.
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The Valuing People White Paper (Department of Health, 2001) recognised 
that people with learning disabilities can be good parents. However, there is 
acknowledgement that such parents are often disadvantaged economically 
and socially (Booth & Booth, 1994a), that their children are more likely to be 
removed from the family home (Accardo & Whitman, 1990) and are likely to 
require considerable support in their role as parents (Arnold, 2003).
The purpose of this essay will be to evaluate whether parenting skills can be 
assessed and taught to people with learning disabilities. In order to establish 
the reliability and validity of assessments and effectiveness of training 
programmes there will first be a discussion of issues that inform this debate. 
These include definitions of concepts and factors associated with quality of 
parenting skills. Models and methods of assessment will be discussed 
together with a review of training programmes. This will include a critique of 
research. For the purpose of this discussion any reference to parents or 
parenting will relate to those people who also happen to have a learning 
disability, unless this is clearly stated otherwise.
The number of people with learning disabilities becoming parents and being 
referred for assessment training of parenting skills has increased in recent 
years (Woodhouse, Green & Davis, 2001). In 1997 there was an estimated 
250,000 parents known to agencies (McGaw, 1997), although reports suggest 
that this may represent only 10% of this population (Gath, 1999).
Explanations for the increase include deinstitutionalisation, enhanced 
opportunities for independent living and changes in attitudes towards 
sexuality (Booth & Booth, 1994a). These have largely arisen out of the 
principle of normalisation, stating that people with learning disabilities should 
be able to enjoy the same rights and opportunities for ordinary living as other 
members of society (Nirje, 1970).
It is widely acknowledged that children of these parents are vulnerable to 
removal from the family home on grounds of abuse or neglect (McGaw &
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Sturmey, 1993) and many parents will experience difficulties in facilitating 
their child’s language and cognitive development (McGaw & Sturmey, 1993). 
The UK Children Act of 1989 (Department of Health, 1990) states that courts 
may intervene if satisfied a child is suffering or likely to suffer significant harm 
due to the parenting they receive. The Act also emphasises that parents 
have the right to specialist support, representation and individualised training. 
It would appear that the need to effective assessment tools and training 
packages has never been so prevalent.
Although there have been changes over time in definitions of intellectual 
disabilities, current definitions are based on a combination of performance on 
standardised intelligence (IQ) tests and an individual’s level of adaptive and 
social functioning. When an individual’s IQ, on tests like the Wechsler Adult 
Intelligence Scale (3rd Edition, WAIS-III; Wechsler, 1997), falls below 70, is 
accompanied by significant difficulties in ability to function independently and 
occurs before adulthood, the person is considered to have a learning 
disability. Current distinctions suggest that a learning disability is significant 
when IQ falls between 55 and 69 and severe when IQ falls below 55.
Definitions of parenting and what constitutes competent parenting are not so 
clear. While there is agreement about the skills important for child 
development, there is no agreed set of standards to define when parenting 
becomes adequate or inadequate (Booth & Booth, 1994a). Cooper (1985) 
suggests that to meet a child’s basic needs parents must provide physical 
care, affection, security, guidance and control, while facilitating the stimulation 
or innate potential and independence. Inadequate parenting skills are most 
commonly determined by evidence of childcare problems, admission of a 
child into care or termination of parental rights (Booth & Booth, 1994b).
These often rely on subjective judgements (Booth & Booth, 1994b). Child 
outcome measures have also been used to judge parental adequacy (Pixa- 
Kettner, 1999; Tymchuk, 1991; Tymchuk & Andron, 1992), despite the 
variation in child outcomes due to additional protective factors such as
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resilience (Booth & Booth, 1998). Booth & Booth (1993) argue that 
competence is too socially constructed, based on normative standards and 
value judgements of the wider society. This is supported by considerable 
variation between cultures in child rearing practices and beliefs, (Cooper, 
1985).
Models of parenting agree that parenting ability is multiply determined 
(Belsky, 1984; McGaw & Sturmey, 1994). Parenting is not just about 
intelligence, with no systematic relationship found between parenting capacity 
and intelligence until IQ falls below 55/60 (McGaw, 1997). The Parental Skills 
Model (McGaw & Sturmey, 1994) offers a framework for assessment, that 
emphasises four areas important to and indicative of parenting ability. It 
proposes the primary indicator of parenting skills is childcare and child 
development. Secondary indicators, of equal importance, fall into three 
categories: parents’ life skills, family history and access to support and 
resources. They propose that difficulties in secondary indicators impact on 
childcare and child development in both a direct and indirect way. Life skills 
include cognitive ability and adaptive and social functioning, while family 
history emphasises the important of a parent’s own childhood, family 
relationships and exposure to adequate child-rearing models. Access to 
support and resources emphasises the influence of appropriate resources 
such as adequate housing and social contacts and relationships that support 
parenting. Secondary indicators may impact on childcare or child 
development indirectly by impacting on other secondary indicators. For 
example, an individual with poor social functioning is likely to have fewer 
social supports.
Evidence in support of the Parental Skills Model (McGaw & Sturmey, 1994) 
comes from a number of studies. Booth and Booth (1993) reported that 
poverty, unemployment, poor housing and victimization led to parental 
difficulties and parents who are socially isolated are more likely to neglect and 
abuse their children (Seagull, 1987; as cited in Arnold, 2003). Successful
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parenting has also been associated with adequate social supports (Booth & 
Booth, 1993) and a supportive partner (Mickelson, 1947; as cited in Dowdney 
& Skuse, 1993). In terms of family history, studies have reported links in 
parenting behaviour between mothers and daughters (Andrews, Brown & 
Creasey, 1990; as cited in Gath, 1999) and history of abuse leading to 
parenting difficulties (Ehlers-Flint, 2002). Individuals raised in institutions 
report a lack of opportunity to experience adequate childcare models (Gath, 
1988; as cited in Booth & Booth, 1994b) impacting on parenting skills 
(Quinton et al, 1984; as cited in Booth & Booth, 1994a).
The influence of life skills on childcare and development has also received 
much attention, although the impact that other secondary indicators have on 
these skills is rarely controlled for. A study by Feldman, Case, Garrick, 
Maclntyre-Grane, Carnwell et al (1992) found that mothers with learning 
disabilities had a number of child-care skill deficits compared to mothers 
without learning difficulties. However, the mothers were not matched for 
social class and over 50% of mothers without a learning disability had a 
university level education. A study by Keltner, Wise and Taylor (1999) 
investigated the developmental outcomes of children, while controlling for 
poverty. 42% of children born to mothers with a learning disability were 
developmentally delayed at two years, compared to 12% of children born to 
mothers without learning difficulties. All mothers with learning disabilities had 
a non-genetic etiology for their disability suggesting that mothers with learning 
disabilities may have difficulty promoting their children's development.
Evidence in support of the Parental Skills Model (McGaw & Sturmey, 1994) is 
provided by a number of studies. Difficulties in interpretation arise because 
the impact of secondary indicators is rarely separated out in research, making 
it difficult to understand how much each variable is contributing to parenting 
skills. Parents with learning disabilities are the most socially isolated in the 
community (Llewellyn, 1999; as cited in Arnold, 2003) and live in poverty in 
areas where they are easy targets for harassment (Booth & Booth, 1995).
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They are Very unlikely to have had experiences in childhood that offered any 
model of good-enough parenting’ (Gath, 1988; as cited in Booth & Booth, 
1994b).
The Parental Skills Model provides a useful framework emphasising the 
interaction between personal and environmental factors and how these 
impact on parenting skills. It stresses the importance of assessing a child’s 
care and development as indicators of parenting rather than focusing only on 
a parent’s intellectual functioning. However, it is not able to provide indicators 
that make clear distinction when parenting skills become adequate or 
inadequate. This still relies on professional judgements made subjectively. 
Booth and Booth (1998) argue that parenting is not just about possessing the 
right skills but should take into consideration protective factors such as 
adaptability and durability. Dowdney & Skuse (1993) emphasised the 
influence of child characteristics, such as temperament, age and gender on 
parent-child interactions and Feldman (1986; as cited in McGaw & Sturmey, 
1993) found that a child’s IQ influenced their mother’s parenting skills. Reder 
& Lucy (1999) propose that these parent-child interactions might increase or 
decrease the likelihood of abuse or neglect. Other influential factors include 
causal attributions related to behaviour and events (Stratton & Hanks, 1999) 
and current life crises, such as abuse and physical and psychological health 
(Aunos & Feldman, 2002). These factors have not been adequately 
addressed by the Parental Skills Model. The model suggests that the child is 
a passive recipient of the parenting provided and that parenting skills are not 
susceptible to changes in an individual’s circumstances other than those 
influencing support and resources.
Dowdney & Skuse (1993) propose that parenting assessments fall into three 
categories: global assessments of parenting, observational assessments of 
specific parenting skills and reports of parenting failures. Global assessments 
include an assessment of the parent’s intellectual functioning and 
independent living skills (McGaw, 1997), an assessment of the child’s growth
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and development and the home environment (Cooper, 1985). Also included 
is an assessment of social supports, resources and significant relationships 
(Gopfert et al, 1996) as well as observation of parent-child interactions and 
child characteristics (Gath, 1999). The parent’s physical and psychological 
health (McGaw & Sturmey, 1993) and details of the parent’s own childhood 
and exposure to child-rearing models (Gopfert, et al 1996) would be included.
Measures that have been used to assist with assessment are rarely specific 
to the parenting task and are often not standardised for learning disabled 
populations (McGaw, 1997). This brings their validity and reliability into 
question. Intellectual functioning is most commonly assessed using the 
WAIS-III (Wechsler, 1997). This has good reliability and validity and is able to 
provide a profile of an individual’s strengths and weaknesses. Adaptive and 
social functioning may be assessed using tools such as the Vineland 
Adaptive Behaviour Scales (Sparrow, Balia & Cichetti, 1984; as cited in 
Keltner et al, 1999), which have established validity, excellent split half and 
test-retest reliability and an inter-rater reliability coefficient of 0.74. 
Assessment of child development may utilise the Bayley Scales for Infant 
Development (Bayley, 1984; as cited in Keltner et al, 1999). These scales 
have good reliability and validity. Again these measures are not able to 
distinguish at what point parenting skills become inadequate.
Tymchuk (1991) reports a study presenting a number of tools that can be 
used to assess parental knowledge of danger and safety in the home. The 
author argues that parents must first have knowledge about dangers and then 
the skills to prevent accidents. The four instruments described measure 
ability to recognise danger and understand why it is dangerous, ability to 
identify dangers in the home, ability to determine what precautions are 
needed and a measure of the number of accidents. The measures have 
good inter-observer reliability. Unfortunately, they do not provide data for 
parents without a learning disability to use for comparison.
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Jenner and McCarthy (1999) propose the use of an observational 
assessment tool called the parent-child game, originally developed by 
Forehand and McMahon in 1981 (as cited in Jenner & McCarthy, 1999). The 
assessment focuses on family interactions to assess child-centred parenting 
skills, as these skills are positively associated with social and emotional 
development in children (Jenner & McCarthy, 1999). The measure 
establishes the ratio of child-centred parenting, such as praise, imitation, 
attention and ignoring minor undesirable behaviours to child-directive 
parenting such as commands, saying no and criticism. Forehand & McMahon 
(1981; as cited in Jenner & McCarthy, 1999) found that, following a 10 minute 
observation period in which the parent and child play with a chosen toy, the 
ratio of child-centred to child-directive behaviours for parents with a learning 
disability was 1 to 5 compared to 1 to 1.3 for a group of parents without a 
learning disability. Forehand and McMahon (1981; as cited in Jenner & 
McCarthy, 1999) propose a training method to promote child-centred 
parenting which is acknowledged to encourage and enhance a child’s 
development (Jenner & McCarthy, 1999).
As well as a lack of reliable and valid tools for assessment there are a 
number of other difficulties associated with assessments of parenting skills. 
Parents normally come to the attention of services only after problems have 
been recognised. Assessments are in reaction to difficulties and by this stage 
parents may be fearful that their children will be removed from the home.
This anxiety can make engaging the parent and family difficult. Aunos and 
Feldman (2002) cite Edgerton and Bercovici’s (1976) ‘cloak of competence’. 
Because of the stigma associated with a label of learning disabilities, 
individuals often prefer to present themselves as more able than they are.
The anxieties they feel about the assessment process create a constraining 
atmosphere that may limit the validity of the assessment (Reder & Lucey, 
1999). Ethnicity too should be carefully considered as professionals may 
approach the assessment using standards and norms derived from a majority 
culture and middle class population and need to be cognizant of cultural
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variations. Whiting and Edwards (1988; as cited in Maitra, 1999) found 
cultural differences in styles of mother-child interactions and Nandy (1980; as 
cited in Maitra, 1999) found differences in the demarcation of roles of parents 
and children across cultures. Within cultures, social class may account for 
much of the variability in parental behaviour (Maitra, 1999).
Studies related to the assessment of parenting skills have a number of 
limitations. When child outcome has been used as a measure of 
competence, studies primarily focus on samples of children who have been 
abused (Dowdney, & Skuse, 1993) and rarely include long-term follow-ups 
(Booth & Booth, 1998). Studies aiming to assess specific parenting skills 
have not adequately controlled for other factors (Booth & Booth, 1994b) and 
judging parental skill by numbers of children removed from the home is 
unreliable due to the number of children removed for other reasons (Booth & 
Booth, 1994a).
Further limitations include the lack of research into how child factors influence 
parenting skills. There was been a preferred focus on risk factors to the child 
and weaknesses in parenting skills rather than the adoption of a resilience 
model of assessment to assess protective factors and parenting strengths. 
When assessments have involved observation of the parent and child the 
observation periods tend to be short and conducted in an experimental rather 
than naturalistic setting (Dowdney & Skuse, 1993). Often it is knowledge that 
is assessed rather than how this translates into skills and actual performance 
(McGaw, 1997). Most studies are based on very young children from the age 
of one to five years, which does not allow for assessments of how parents 
adapt over time. Booth & Booth (1994b) argue that the views of the parents 
have been largely ignored in this literature and that researchers adopt a 
‘hierarchy of credibility’ (Beck, 1967; as cited in Booth & Booth, 1994a) in 
which the views of professionals are held in higher esteem that those of the 
parents.
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The job of assessing parenting skills appears to be a complex one. Perhaps 
the utility of parenting assessments is the identification of when parenting 
skills could be improved rather than making categorical decisions about 
whether a skill is good enough. If a specific skill or competence is viewed on 
a continuum it facilitates the opportunity for improvement without the need to 
value judgements. If assessments focus on potential and ability for change 
this leads naturally to methods to promote this.
The teaching of parenting skills has tended to focus on specific aspects of 
parenting. For example, studies aim to improve skills related to high-risk 
situations, basic childcare skills, improving problem solving, child interaction 
and behaviour management. Outcome is generally measured by skill 
acquisition and/or child outcome and interventions are most commonly based 
on behavioural techniques, such as task analysis, modelling, feedback and 
positive reinforcement.
A review of studies by Feldman (1994) concluded that results of training 
programmes were promising. When skill acquisition was the primary 
outcome measure 96% of parents in 16 studies reporting individual data 
showed improvements in one or more skill. Fifteen studies reported individual 
follow up data, which showed that improvements were maintained in 92% of 
parents for 55% of skills. Results reporting the generalisation of skills were 
less conclusive partly due to the small number of studies, which provided 
information about generalisation. Three studies reported good evidence of 
generalisation, while two studies showed evidence that gains did not 
generalise. When child outcome was used as the measure of parenting 
skills, again the results were varied. Most of the results were positive, 
although training parents to improve their interactions with their children had 
mixed results. A further review by Hur (1997) also concluded that studies of 
training programmes focusing on mother-child interactions showed limited 
improvements.
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A training programme by Feldman & Case (1999) to improve parental 
childcare and safety skills found improvements for 9 out of the 10 parents for 
11 of 12 skills. The skills reached the same level as seen in parents without 
learning disabilities and were maintained at 6 months follow-up. While these 
results are promising they should be viewed with some caution. The authors 
defined intellectual disability in terms of an IQ less than 80. This could mean 
that some of the parents did not have an intellectual disability and it is clear 
that participants would, at best, be in the mild range since participation 
required a certain level of reading ability. There was also significant variation 
between parents in the time it took them to acquire skills and in their 
performance following training. The authors do not address this.
Tymchuk & Andron (1992) aimed to train nine mothers with learning 
disabilities in positive childcare interactions. Prior to training they reported 
reduced rates of praising and labelling in these mothers compared to a group 
of mothers without learning disabilities. Following training, targeted 
behaviours increased for most mothers. However, several mothers were slow 
to learn and lost gains during the one-month follow-up period. However, prior 
to training the contrast mothers were only observed in a day care setting, 
while the target mothers were observed both at home and in the clinic. This 
variation in settings between conditions may account for some of the 
differences at baseline. For example, the mothers with a learning disability 
provided significantly fewer labels at home compared to contrast mothers in a 
day care setting. However, the amount of labels provided by target mothers 
in the clinic did not differ significantly from those of contrast mothers.
Perhaps there is something about the home environment that leads to a 
reduction of the use of labels. While training effects were modest with some 
lack of maintenance, it would appear to suggest that the environment in which 
training is conducted might be particularly important. Again there appeared to 
be a good degree of variability in the speed with which skills were acquired 
and in levels at which these skills were maintained during follow-up. Tymchuk 
and Andron (1992) argue that there appeared to be two groups of mothers
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with learning disabilities, those who showed some initial positive behaviours 
and easy acquisition of skills and those who were experiencing additional 
difficulties and required longer and more frequent training sessions.
Another study by Tymchuk, Andron and Tymchuk (1990) trained parents to 
understand and apply behavioural and developmental principles. When 
compared to a group of mothers without a learning disability, the mothers did 
significantly more poorly prior to treatment, although these differences 
disappeared following training and were maintained at follow-up of one 
month. The materials used consisted of three questionnaires. Answers to 
questions formed a baseline measure and then parents too part in two 
training sessions using the questionnaires. One of the difficulties of this study 
was knowing whether the results arose out of differences in actual targeted 
knowledge or whether the differences arose due to difficulties in 
understanding the requirements of the questionnaire. Questionnaire one was 
in written form requiring open-ended responses, while questionnaire three 
included pictures with a choice of responses. The largest difference between 
groups at baseline was on questionnaire one, followed by questionnaire two. 
There were no differences between groups on questionnaire three. It could 
be argued, therefore, that the differences between groups were a function of 
an individual’s understanding of the task rather than differences in knowledge 
of behavioural and developmental concepts. The finding that differences 
disappeared post training could then be viewed as a function of opportunities 
parents had to have the questionnaires explained to them. This highlights the 
importance to assess people’s skills and practice as well as knowledge and 
that this is best done through observation.
The types of interventions offered have been largely based on behavioural 
techniques, although a number of formats have been tested. For example, a 
group of studies looked at the use of pictorial manuals to assist in self- 
instruction (Feldman & Case, 1997,1999; Feldman, Ducharme & Case,
1999). These were accompanied with or without audiotaped instruction.
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Training effects were positive in all studies, although parents preferred the 
pictorial manuals without the audio taped materials. This may provide a low- 
cost, easily disseminate method of enhancing parenting skills, although the 
authors noted that prompting to use the manuals was often required 
(Feldman & Case, 1999) and use of the manuals did require a degree of 
literacy which may limit their use. Other components of training programmes 
suggest that using a game format during training or an education procedure 
without praise was not as effective as a behavioural training programme 
(Feldman, 1994). Parents themselves report that training that included lots of 
pictures, interactive learning, increased opportunities to have progress 
observed and reinforced, achievable goals and repetition without 
repetitiveness were preferred (Llewellyn, McConnell, Russo, Mayes & Honey, 
2002). These authors also reported the importance of home-based 
programmes despite the finding that homes were often noisy with numerous 
interruptions. Other factors which have been found to influence training 
success include child characteristics and family relationships (Dowdney & 
Skuse, 1993), as well as additional difficulties such as mental and physical 
health problems (Tymchuk & Andron, 1992).
As with research studies related to the assessment of parenting skills, 
research into the efficacy of training programmes share a number of 
limitations. These fall broadly into issues about methodology and issues 
specific to sampling. Studies tend to be experimental rather than naturalistic 
(Booth & Booth, 1994b) and rarely control for the impact of other important 
variables, such as poverty and social isolation. Control groups tend to be 
poorly matched (Feldman, 1994). When observation techniques are used the 
periods of observation are short (Dowdney & Skuse, 1993). Variables such 
as severity of parenting difficulties and functional impairment have not been 
controlled or examined (Samra-Grewal, 1999). At follow-up, the amount of 
data that participants contribute varies greatly and lengths of follow-up tend to 
be short. In terms of sampling, studies often employ a social systems 
perspective (Booth & Booth, 1994a) where participants are selected from
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those already known to services. As Gath (1999) suggests this may only 
represent 10% of the population and does not include those parents who 
manage successfully without services. Most studies involve those individuals 
who were raised in institutional settings, which is associated with a lack of 
community supports, although this is rarely addressed or controlled for. The 
samples themselves consist almost entirely of mothers of very young children; 
fathers are virtually ignored in the literature. The IQ range of parents in these 
studies tends to be somewhat restricted and often includes those above 70. 
This suggests that some studies may be making inferences about parents 
with learning disabilities from research based on parents who do not have a 
learning disability. The samples tend to be small and individual performance 
varies greatly due to the heterogeneity of this population.
In clinical practice a number of difficulties associated with teaching parenting 
skills have been cited. Parents are often at a point in which they fear that 
their children will be removed if they do not attend or benefit from training.
This does not provide the best learning environment. While training to 
increase parent’s knowledge of childcare has been successful (Feldman, 
1994), Hur (1997) argues that knowledge does not necessarily translate into 
skills and practice that will generalise across settings, situations and time. It 
cannot be assumed that parents will be able to use knowledge to enhance 
their parenting and any training must take this into account by programming 
for generalisation and by observation of skills in practice. This may further be 
influenced by additional factors. For example, Llewellyn et al (2002) reported 
that many parents felt powerless to make their homes safer, due to the 
actions of others in the house. Cole and Kitzman (1998; as cited in Llewellyn 
et al, 2002) found that mothers living alone made significantly more safety 
improvements compared to those living with a male partner or grandmother. 
Tucker & Johnson (1989: as cited in Booth & Booth, 1993) propose the 
difference between competence enhancing and competence-inhibiting 
support, suggesting that support given in the wrong way can indirectly impact 
on competence. Llewellyn et al (2002) suggests that parents' preoccupation
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with current stressors may need to be addressed before training of parenting 
skills can begin. They go on to emphasise the importance that parents may 
place on the relationship with a trainer, due to lack of alternative supports and 
suggest that ending a training programme should be handled with care to 
help the parent disengage effectively. This bring into question whether 
interventions should target parenting skills directly or other variables, such as 
social isolation. Arnold (2003) argues that helping parents to build self­
esteem and confidence must be a priority as they are a prerequisite to the 
acquisition of new skills.
Future research should focus on the development of more reliable and valid 
assessment tools that have been standardised for people with learning 
disabilities. While it is unlikely that there will be universal agreement about 
what constitutes good-enough parenting, authors should be more explicit 
about standards they are working to. Studies should be designed to separate 
out or control for the influence of factors associated with parenting skills and 
to investigate individual differences in responsiveness to treatment. Studies 
should be naturalistic, with measures that rely on longer periods of 
observation of parenting skills and appropriately matched control groups. 
Methodology should include longer follow-ups that are more rigorous, 
obtaining equal amounts of data from participants. This is particularly 
important to establish the maintenance and generalisation of treatment 
effects. Methods to assess generalisation of treatment effects should be 
routinely included in training programmes and research designs. Studies 
should endeavour to recruit participants from a variety of sources and cultural 
backgrounds to gain representative samples, including fathers and parents of 
children of varying ages. Attention should be directed towards protective 
factors and the impact of child characteristics.
Conclusion
While people with learning disabilities are likely to require support to assist
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them in their role as parents, too much importance has been attributed to the 
impact of intellectual ability compared to other factors known to influence 
quality of parenting. Because of limitations in research in this area, 
conclusions must be drawn with caution.
Assessments of parenting skills are limited by a number of considerations. It 
is difficult to make judgements about the level of parenting skills or decisions 
about when skills are or are not good enough because there is a lack of 
assessment tools specific to parenting that allow for clear distinctions. While 
assessments can benefit from information obtained from multiple sources, 
including the views of the parents, decisions remain largely subjective on the 
part of the professional and should, therefore, be viewed with caution. 
Professionals should base their decisions on the assessment of skills 
acquired and have a clear understanding as to the possible variables that 
may impact on these skills as well as how these variables interact with each 
other. Assessments that observe parenting skills in practice across a variety 
of settings are likely to be more reliable and assessments should not be 
based on an individual’s knowledge, as this may not necessarily be applied in 
practice. Professionals should always be aware that assessments will be 
limited by the anxiety they provide in parents and ultimately may have more 
utility in their ability to answer the question of whether a parent has got the 
ability to learn good-enough parenting skills.
Parents can be taught to improve their parenting skills. Most research in this 
area is promising, with significant treatment effects. Skills do appear to be 
maintained over time, although follow-ups have been quite short so it is not 
clear how long these maintenance effects might last. How well these skills 
generalise across settings is less clear although there is evidence that this 
may be problematic for this group of parents (Feldman, 1994). Self- 
instruction may be particularly promising for some parents, although 
prompting to use manuals may be necessary. Training programmes for 
childcare and safety skills seem to be more effective than training parents to
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improve their parent-child interactions for which the results are somewhat 
equivocal and demonstrate limited improvements. The ability of parents to 
improve and maintain skills and the speed with which skills are acquired does 
vary between parents and a mother’s performance may also vary across time. 
This may be a function of additional difficulties in an individual’s life and 
parents who experience added stressors may require more frequent and 
longer sessions. Training in the home environment appears to be particularly 
important and may promote the generalisation of skills.
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Introduction
Hans Asperger (1944, cited in Wing, 1981), was the first to describe a pattern 
of behaviour that would later become known as Asperger syndrome. At the 
same time Kanner (1943; cited in Aarons & Gitten, 1999) was writing about a 
condition called autism. It was not until the work of Lorna Wing (1981) that 
Asperger syndrome became widely recognised and received its name.
Similarities between Asperger syndrome and autism led Wing (1988) to 
suggest that they fell on a single continuum or autistic spectrum, describing 
Asperger syndrome as a mild form of autism. Common to both is the triad of 
social impairments consisting of deficits in reciprocal relationships, 
communication and imagination (Wing, 1981). Although there has been 
much disagreement about whether Asperger syndrome is a form of autism 
most now believe it is helpful to view the syndrome as an autistic spectrum 
disorder.
There have been a number of descriptions of Asperger syndrome, including 
those proposed by Asperger, (1944; as cited in Wing, 1981), Wing (1981) and 
Gilberg & Gilberg (1989). DSM-IV (American Psychiatric Association, 1994) 
conceptualises Asperger syndrome as a pervasive developmental disorder. 
Diagnostic criteria state there must be a qualitative impairment in social 
interaction. More specifically, a minimum of two symptoms such as 
impairment of nonverbal behaviour, inability to develop appropriate peer 
relationships, failure to spontaneously seek interactions and difficulty with 
social or emotional reciprocity. There must also be repetitive and restricted 
stereotyped patterns of behaviour, activities and interests, such as inflexible 
adherence to rituals and non-functional routines and preoccupation with parts 
of objects. These must lead to significant impairments in functioning without 
a delay in language development, cognitive development or adaptive
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behaviour.
Additional characteristics include a marked preponderance of males (Wing, 
1981) and higher incidence of psychiatric conditions such as attention deficit 
hyperactivity disorder (ADHD) and depression (Ghaziuddin, 2002). Wing 
(1981) also noted a lack of imaginative play, unusual responses to sensory 
stimuli and motor clumsiness. Islets of enhanced ability have also been 
observed (Howlin, 1998).
Theories of Asperger Syndrome need to be both parsimonious and with 
enough explanatory power to account for the heterogeneity inherent in the 
syndrome. Theories must account for all characteristics noted in diagnostic 
criteria and other characteristics mentioned. Theories also need enough 
specificity to account for the preserved functioning seen in other abilities, as 
well as being able to account for variance seen within both the syndrome and 
within individuals, according to intellectual ability and age.
A number of theories have been proposed to explain Asperger syndrome and 
autism. Initially these included suggestions that impairments arose due to 
unaffectionate or refrigerator parents. Thankfully, research has discredited 
this theory (Aarons & Gittens, 1999). Other theories have suggested 
impairments in executive function (Ozonoff, Rogers & Pennington, 1991).
This theory currently lacks the specificity required to account for the 
characteristic pattern of Asperger syndrome. Theories to be evaluated in this 
discussion have been chosen because they are the most influential current 
theories of Asperger Syndrome and come with a substantial evidence base. 
They include developmental models, such as biological explanations and 
developmental and psychological theories such as Theory of Mind (Baron- 
Cohen, Leslie & Frith, 1985) and Central Coherence Theory (Frith, 1989). 
Although the primary focus will be on literature from child and adolescent 
studies, adult studies will be discussed when it is felt that they provide useful 
evidence into the course of the disorder and when they appear relevant to the
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discussion.
Issues in Asperger syndrome
Studies attempting to discriminate between individuals with Asperger 
syndrome and those with high functioning autism, its closest neighbour on the 
autistic spectrum, have met with mixed results (Klin & Volkmar, 1997, as cited 
in Howlin, 2000; Howlin, 1998; Schopleretal 1998, as cited in Howlin, 2000). 
Furthermore, some people who meet criteria for autism in early childhood 
later gone on to resemble patients with Asperger syndrome (Gilchrist, Green, 
Cox, Burton, Rutter & Le Couteur, 2001). It is not clear how these people 
should be classified. Aarons & Gittens (1999) suggest that arguments 
relating to the distinctions between autism and Asperger syndrome are of little 
value.
It is also likely that there may be changes to the DSM criteria for Asperger 
syndrome in future. Duggal, Dutta and Sinha (2002) suggest that current 
criteria need to be broadened to include features such as pragmatically 
impaired speech and motor clumsiness. Baron-Cohen and Hammer (1997) 
propose that, if the pragmatics of language were taken into account, children 
with Asperger syndrome would be likely to show a delay of language. Since 
language acquisition is the criterion used to differentiate Asperger syndrome 
from autism, it is not clear how they will be distinguished if pragmatic 
language impairment is taken up in the diagnostic criteria.
This fuzziness of diagnostic categorisation impacts on the research literature. 
When a study purports to use a sample of participants with only Asperger 
syndrome, different criteria may be used and lead to the inclusion of other 
autistic spectrum disorders. Furthermore, studies often do not separate out 
participants with Asperger syndrome from those with high functioning autism. 
Given that the characteristics of the two are so similar, it may not be 
necessary to do so. However, it does not allow for a finer analysis and effects
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may be largely carried by those with high functioning autism (Baron-Cohen, 
Wheelwright, Hill, Haste & Plumb, 2001).
Other limitations that need to be taken into account include the use of 
matched control groups. In many cases controls are not matched for gender, 
with far too many females given the sex ratio found in Asperger syndrome 
(Wing, 1981).
A further issue is whether Asperger syndrome is a disability or whether it is 
simply a difference not well accommodated by society. Baron-Cohen (2002) 
proposed that Asperger syndrome has been socially constructed, primarily by 
the education system. The culture of the school seems to be particularly 
influential since most problems are not picked up until the child enters the 
school system. The author argues that, what is currently viewed as a 
disability could be viewed as a different cognitive style. A cognitive style 
where objects are of greater importance than people does not fit well in a 
society that places great emphasis on relationships. This may differ across 
cultures and would be a fruitful area for research. For example, cultures that 
place greater emphasis on the collective rather than the individual may prove 
more difficult for these individuals. Baron-Cohen argues that, if society’s 
expectations were to change, people with Asperger syndrome would cease to 
be disabled. The disadvantage is that these children would not gain access 
to resources for difficulties and distress.
Biological theories of Asperger Syndrome
When discussing theories of Asperger Syndrome, biological theories, 
specifically genetic theories predominate, (Howlin, 1998). These suggest that 
Asperger syndrome is inherited. Asperger (1944; as cited in Wing, 1981) 
himself argued that similarities between parents and children with Asperger 
syndrome reflected genetic factors and suggested the syndrome was 
inherited from fathers. Furthermore, the finding by Baron-Cohen & Hammer
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(1997) that relatives often display features of the syndrome, without meeting 
diagnostic criteria, supports the hypothesis that it is carried on multiple genes. 
Baron-Cohen & Hammer propose that relatives had a ‘lesser variant’ of the 
syndrome. Other theories have suggested that birth difficulties are implicated 
and have been found in up to 50% (Wing, 1981). It is now thought that these 
difficulties arise from pre-existing genetic abnormalities in the child (Wing, 
1996).
Whether these genetic factors impact on brain structure or brain function 
remains unclear. There is some research to suggest that brain structures, 
such as the limbic system and cerebellum are involved (Wing, 1996). 
However, a review by Bailey, Phillips & Rutter (1996) concluded that studies 
have not found evidence of an abnormality in brain structure other than some 
evidence of increased brain size. Bradshaw (2001, as cited in Rinehart, 
Bradshaw, Brereton & Tonge, 2002) reports that a dysfunction in multiple 
neural circuitry is likely to be involved.
There are a number of studies supporting a genetic hypothesis (Bailey, 
LeCouteur, Gottesman & Bolton, 1995; Folstein & Rutter, 1977). Folstein & 
Rutter (1977) found a concordance rate for monozygotic (MZ) twins of 36%, 
while Bailey et al (1995) found this rate to be 60%. This is in contrast to 
epidemiological studies that report prevalence rates in the general population 
of between three and seven per 1,000 (Ehlers & Gillberg, 1993, as cited in 
Howlin, 1998).
Other evidence to suggest a genetic origin comes from the sex ratio found in 
Asperger syndrome. Wing (1981) reported a bias towards males, with a ratio 
of 9:1 (M:F). It is unlikely that a sex difference of this magnitude could reflect 
differences in socialisation. Furthermore, families tend to have increased 
rates of other developmental disorders (Ghaziuddin, 2002).
While genetic theories do not say much about the actual characteristics
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observed in Asperger syndrome, the theory can account for the specificity of 
the condition. A syndrome carried on a number of genes allows for discrete 
impairments, leaving other functions, such as language, intact. Such theories 
are also able to explain the variance within this population and within 
relatives, as a product of how many genes become expressed. What the 
theory is less able to explain is why certain characteristics cluster together. 
Social impairments do not appear to be functionally related to the restricted 
interests seen in Asperger syndrome. It is possible that they are located 
adjacent to one another in the brain, although this remains to be established 
empirically.
A genetic theory of Asperger syndrome has a number of implications for 
assessment and intervention. Of particular importance would be whether 
other members of the family have Asperger syndrome or autism or whether 
any family members have a ‘lesser variant’ of Asperger syndrome. 
Assessment of developmental milestones is also key, particularly in relation to 
language as this is the main distinguishing feature between Asperger 
syndrome and autism. Motor development should also be assessed and 
details about birth should be obtained, as the likelihood of complications is 
increased.
In terms of interventions according to this theory, these are targeted towards 
the behaviour of other people to improve the social integration of children with 
Asperger syndrome. Attwood (2000) proposes increasing other peoples’ 
knowledge of Asperger syndrome, particularly family members. Howlin
(1998), Gray (1993; as cited in Attwood, 2000) and Ives (1999; as cited in 
Attwood, 2000) have written explanatory material for parents, school children 
and for children with Asperger syndrome. Unfortunately, as noted by Attwood 
(2000), this area lacks independent evaluation.
Other interventions include accommodating the child’s cognitive skills 
(Attwood, 2000). Identifying specific strengths and weaknesses can assist in
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the development of strategies to help the child compensate for weaknesses 
by working to their strengths. These children are also likely to benefit from 
evidence-based therapies for secondary difficulties that arise as a 
consequence of Asperger syndrome. This might include interventions for 
self-esteem, depression and anxiety (Ghaziuddin, 2002).
Theory of Mind Account of Asperger Syndrome
Theory of Mind refers to the ability to attribute mental states to individuals in 
order to predict and explain a person’s actions (Baron-Cohen, 1995). It is the 
ability to think about thoughts, also known as metarepresentation (Leslie, 
1987). Other terms used to refer to Theory of Mind include ‘mind reading’, 
‘mentalising’ and ‘empathy’. There are two main levels of theorising ability. 
First-order Theory of Mind ability refers to the ability to think about another 
person’s thoughts. Second-order ability refers to thinking about a person’s 
thoughts based on their thoughts about another person. By the age of four, 
normally developing children pass first-order tasks and pass second-order 
tasks by five to six years (Baron-Cohen et al, 1985, Baron-Cohen, 1989). It is 
suggested that a specific impairment in Theory of Mind ability underlies the 
triad of impairments seen in Asperger syndrome and autism.
Tasks to test Theory of Mind have primarily been false belief tasks. These 
are considered to tap Theory of Mind ability by assessing ability to understand 
that others may hold false beliefs about the world and that a person’s 
behaviour can be predicted by these false beliefs. Studies have shown that 
many children with autistic spectrum disorders fail first-order false belief tasks 
(Baron-Cohen et al, 1985). Of those who pass, many go on to fail tasks at 
the second-order level of complexity (Baron-Cohen, 1989). Studies have also 
found that verbal mental age but not chronological age predict performance 
on Theory of Mind tasks. Individuals with Asperger syndrome require a 
higher verbal mental age to pass false belief tasks than normal children 
(Happe, 1995). Slomkowski & Dunn (1996, as cited in Gutstein & Whitney,
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2002) found Theory of Mind ability to be highly predictive of friendship 
success.
Theory of mind accounts of Asperger syndrome are well placed to explain the 
triad of social impairments. The theory suggests that lack of reciprocity in 
social relationships and difficulties in communication would be expected in the 
absence of an ability to understand the thoughts, intentions and beliefs of 
others. According to Leslie (1987), problems in imaginative play arise 
because this pretence involves metarepresentation. To use imagination in 
play it is necessary to hold alternative or false beliefs about objects and 
understand that others involved in the pretence also hold these false beliefs.
Theory of mind accounts can also explain the pattern seen in language. The 
theory would not predict a universal impairment in language but can explain 
pragmatic language impairments seen. For example, the theory would predict 
that, language reflecting a person’s thoughts or as an expression of intended 
meaning, would be impaired. Happe (1994) argues that this fits well with 
communication difficulties observed.
The theory also benefits from specificity. A specific difficulty in Theory of 
Mind would allow for preservation of other abilities. These preserved abilities 
may go some way to account for islets of ability seen in Asperger syndrome.
A number of criticisms of this theory have been proposed. Studies have 
found that people with Asperger syndrome can pass first and second-order 
false belief tasks (Bowler, 1992; Ozonoff, Pennington & Rogers, 1991; 
Ozonoff, Rogers & Pennington, 1991). Bowler (1992) tested ability to predict 
a person’s behaviour according to their false beliefs. Results showed those 
with Asperger syndrome were as capable as normal controls in solving 
second-order Theory of Mind problems and possession of Theory of Mind 
ability did not protect against social impairment. Bowler hypothesised this 
was because these individuals computed solutions by an alternative route or
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strategy which was slow and cumbersome, disrupting the timing of responses 
in social interactions.
Baron-Cohen, Jolliffe, Mortimore & Robertson (1997) argued that many 
people with Asperger syndrome passed second-order tasks simply because 
these tasks produced ceiling effects when used with subjects who have a 
mental age over six years. When tasks were adjusted to avoid ceiling effects 
and to be sensitive to subtle difficulties, people with Asperger syndrome 
showed impaired performance compared to matched controls (Baron-Cohen 
et al, 1997; Baron-Cohen et al, 2001). For example, Baron-Cohen et al 
(1997) and Baron-Cohen et al (2001), used the Eyes Task to test 
‘mindreading’ ability in adults with Asperger syndrome and high functioning 
autism. The task required participants to make decisions about complex 
mental states of others by looking only at pictures of the eyes. Furthermore, 
the Eyes Task is said to be a pure Theory of Mind task since it involves no 
executive function component and no contextual information. Results found 
that individuals with Asperger syndrome were impaired in Theory of Mind 
ability, compared to a control group.
Bowler (1992) concluded that individuals with Asperger syndrome did 
possess knowledge about other people’s minds but were unable to apply this 
knowledge. Alternatively, problems of the Theory of Mind account may rest, 
not in the theory itself, but in tasks that are used to test it. Even an advanced 
test, such as the Eyes Task is simpler than the demands of real life situations.
Another possibility that could explain why some pass Theory of Mind tasks 
while others do not is that difficulties in Theory of Mind represent a delay in 
development rather than a deficit. While there is a lack of longitudinal 
research, which could help to clarify this, Baron-Cohen (1992) argues that 
difficulties could reflect both specific developmental delay as well as a 
deviance from a normal pattern or sequence of skill acquisition. An intact 
Theory of Mind may need to be in place by a certain age in order for normal
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social interactions to develop. An initial delay may set up a pattern where the 
child’s social advances are rejected by peers, causing further difficulties and 
an inability to catch up. Studies involving adults do not provide detailed 
information about the nature of a delay. It can be said that by adulthood, 
many may pass high-order theory of mind tasks, it does not say much about 
how they have got there and by the use of which strategies.
Another criticism of Theory of Mind account of Asperger syndrome is that 
impairments in social functioning often appear to emerge in the earliest 
developmental stages before the emergence of Theory of Mind ability (Klin, 
Volkmar & Sparrow, 1992). Robertson, Tanguay, L’Ecuyer, Sims & Waltrip, 
(1999 as cited in Gutstein & Whitney 2002) argued that by the end of the 
second year, toddlers with Asperger syndrome may already be on a different 
pathway of social development and that impairments in Theory of Mind may 
be an effect of this rather than a cause. Gutstein & Whitney (2002) argued 
that this pathway does not include the thousands of hours of experimenting 
and practicing relationship skills that other children are exposed to. Baron- 
Cohen (1995) proposed that Theory of Mind impairments could explain the 
emergence of social impairments before the emergence of formal Theory of 
Mind ability. He suggested that these very early behaviours arose due to the 
emergence of cognitive mechanisms thought to be the precursors to 
metarepresentational ability. These included joint attention and 
protodeclarative pointing (pointing for the sake of sharing attention). Baron- 
Cohen (1995) suggested that these precursor mechanisms were also faulty. 
However, a causal relationship between precursors and Theory of Mind skills 
have not been demonstrated.
What the Theory of Mind account of Asperger syndrome has little success in 
explaining is the restricted and repetitive behaviour and interests that are 
characteristic (Jolliffe & Baron-Cohen, 2001b). It is also not able to account 
for the observation that other groups, such as those with hearing 
impairments, also show difficulties with Theory of Mind tasks but do not share
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the social impairments of Asperger syndrome (Peterson & Siegal, 1995, as 
cited in Buitelaar et al, 1999).
When assessing children for Asperger syndrome, the Theory of Mind account 
suggests that certain information should be obtained. It is important to gain 
information of the child’s social development. Of particular interest is whether 
the child was able to engage in joint attention and the use of pointing for the 
sake of sharing attention (protodeclarative pointing). Assessments should 
pay particular attention to play behaviours. For example, whether play 
behaviours are used in a truly imaginative way, since this is a marker for 
metarepresentation. The administration of a number of false belief tasks will 
provide information about mentalising ability. However, this is to provide 
additional information only and should not be the basis for a diagnosis as it is 
known that some individuals are likely to pass such tasks.
Cognitive assessments such as the Wechsler Intelligence Scale for Children 
(3rd Edition, WISC-III) may also provide information about social impairments 
in Asperger syndrome. Of particular importance are Comprehension and 
Picture Arrangement subtests as these tap social comprehension ability. In 
addition, Picture Arrangement, requires the individual to attribute behavioural 
intentions to characters in the pictures, involving Theory of Mind.
In terms of Intervention, Ghaziuddin (2002) argues that these need to be 
offered as early as possible to prevent existing difficulties becoming much 
greater and to prevent additional difficulties arising. Howlin, Baron-Cohen & 
Hadwin (1999) identified several levels of teaching theory of mind skills, 
including identification of basic emotions, identifying emotions based on a 
person’s desires, enhancing ability to understanding what others perceive, 
know and believe and to make predictions based on this knowledge. The 
authors found that after a short training period improvements in theory of 
mind skills were observed and maintained. They did note, however, that 
these skills did not generalise well.
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Using a similar format, Ozonoff & Miller (1995) demonstrated significant 
improvements for some participants on false belief tasks. This improvement 
did not lead to an improvement in general social competence and the authors 
concluded that they had taught subjects how to solve false belief tasks but 
had not taught them how to apply these skills in real situations.
An intervention strategy that is becoming increasingly popular is the use of 
social stories (Gray, 1998). Stories are written for individual situations and 
social contexts that individuals are likely to encounter. The story is written, 
including pictures, to give information about what others in a situation may be 
thinking or feeling, the identification of social cues and their meaning and to 
provide a script of what the person could do or say. The stories impact on 
theory of mind ability since they describe others people’s thoughts and 
feelings, referring to what somebody knows or believes. The efficacy of 
interventions using social stories is yet to be examined, (Attwood, 2000).
Central Coherence Theory
Frith (1989) argues that normally developing children have a drive towards 
integrating information in context in order to derive meaning, also known as a 
drive towards central coherence, top-down or global processing. Such 
individuals take a Gestalt perception at the expense of detailed information 
processing. Frith proposes that in Asperger Syndrome and autism this drive 
for central coherence is weak, with an increased focus on parts of objects, 
also called bottom-up or local processing. The advantage of weak central 
coherence is that individuals would be expected to show an enhanced ability 
to detect parts of objects, for example, figures embedded in pictures.
However, these individuals would also be predicted to find situations requiring 
the integration of information in context difficult.
One of the experimental paradigms considered to tap weak central coherence
53
is the Embedded Figures Task (Shah & Frith, 1983). This visual perceptual 
task involves finding a simple target shape embedded within a complex 
design. Studies have shown that people with Asperger syndrome and autism 
are quicker at identifying parts within wholes compared to controls (Jolliffe & 
Baron-Cohen, 1997; Shah & Frith, 1983).
A study by Jolliffe & Baron-Cohen (2001a) assessed ability in Asperger 
syndrome to intergrate fragments of an object, using pictures that had been 
cut into pieces. Adult participants were required to conceptually integrate the 
fragments in order to correctly identify the object. As such the task examined 
visuoconceptual ability. According to Central Coherence Theory individuals 
with Asperger syndrome would be predicted to find this task difficult. All 
participants were able to pass second order false belief tasks. Results 
demonstrated that the Asperger group was significantly impaired on this task 
compared to a non-clinical control. In turn, the performance of a group of 
individuals with high functioning autism was significantly impaired compared 
to the individuals with Asperger syndrome. The authors concluded the 
performance of the Asperger group was one of inefficiency rather than 
inability. A limitation of this study, for the current discussion, was that the 
participants were adults. It is unclear how children would have performed on 
this task, in relation to their peers. Furthermore, while participants were able 
to pass second-order Theory of Mind tasks, leading the authors to argue that 
weak central coherence was the primary deficit over theory of mind 
impairments, it is not clear what theory of mind tasks were used and whether 
these were prone to ceiling effects.
Frith (1989) suggests Central Coherence Theory could explain the triad of 
social impairments by its influence on Theory of Mind ability. Frith postulates 
that this mindreading ability requires strong central coherence, because 
information must then be integrated in context. That is, individuals can do the 
mindreading but then not use the information it provides. Jolliffe & Baron- 
Cohen, (2001 b) argue that weak central coherence may impact on both the
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development of Theory of Mind as in its use.
Central Coherence Theory can also explain a number of specialist interests 
and islets of enhanced ability. Baron-Cohen and Hammer (1997) argue that 
these narrow interests and islets of ability are examples of a drive towards 
local processing in which context can be ignored. Furthermore, the theory 
can explain pragmatic language impairments since much language is 
dependent on context.
A criticism of this theory is that it is rather general and descriptive, lacking the 
specificity that would be required given the nature of the syndrome. 
Explanations appear less direct and explicit in comparison the Theory of Mind 
accounts, especially in relation to the core triad. The theory describes a 
different processing style, which may be neither universal nor specific to 
Asperger syndrome and autism. Jolliffe & Baron-Cohen (2001b) argue that 
the weakness of this theory is that it suffers from a degree of ‘over-extension’. 
It is possible to explain the failure of almost any task in terms of problems in 
integrating information. Further refinement of the theory is needed.
Recommendations for assessment based on the Central Coherence Theory 
focus on the exploration of this different cognitive style. A cognitive 
assessment using the WISC-III can provide a good deal of information about 
this. Frith and Happe (1994) suggest that, given the islets of ability seen, IQ 
profiles with varying degrees of performance on different subtests would be 
expected. When these are plotted they would provide a ‘spikey’ profile. 
Particular information about central coherence can be obtained from two 
subtests. People who score well on the Block Design subtest are those 
people who are able to ignore the gestalt of the designs and focus on the 
detail. People with Asperger syndrome would be expected to do well on this 
task. Conversely, the Object Assembly subtest requires the integration of 
fragments. People with weak central coherence would be expected to find 
this task difficult.
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Interventions based on Central Coherence Theory include encouraging the 
individual to integrate information from a number of sources. A study by 
Barnhill, Cook, Tebbenkamp and Myles (2002), involving adolescents with 
Asperger syndrome, aimed to teach a number of social skills. Nonverbal 
communication was targetted and is considered relevant to central coherence 
theory as the intervention aimed to enhance the integration of information in 
social situations. Targetted skills included recognising and expressing 
emotion through tone of voice and identifying and responding to facial 
expressions. While pre and post measures showed no significant 
differences, 71.4% improved their scores. The authors concluded that an 
eight-week intervention was unlikely to be sufficient. Limitations of this study 
included the small sample size and the inclusions of adolescents with other 
autistic spectrum disorders. It is not clear how much of these findings relate 
specifically to Asperger syndrome.
The use of Gray’s (1998) Social Stories, as discussed early, is also relevant 
here. The stories provide information for social context, facilitating a global 
processing approach when a localised approach would normally be preferred.
Attwood (2000) suggested helping the child with Asperger syndrome by 
identifying other children with similar interests, with whom they could play. 
This results in less room for conflict in the relationship, providing more 
rewarding social encounters. Attwood observed that when two children with 
Asperger syndrome and shared interests meet their friendship skills were 
noted as more fluent and spontaneous.
Conclusion
The theories evaluated in this discussion, namely genetic theories, Theory of 
Mind accounts and Central Coherence Theory all appear to provide a
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valuable way in which Asperger syndrome can be viewed and conceptualised. 
While no one theory can explain all the characteristics of the syndrome, a 
drive for parsimony is evident in the search for a single primary deficit that is 
universal and specific to Asperger syndrome and other autistic spectrum 
disorders. Happe (1994) suggests that it is more likely to be the result of 
multiple primary deficits. While the Theory of Mind account would appear to 
explain too little, it would be argued that Central Coherence Theory explains 
too much. The middle ground is still being sought.
One way in which this middle ground could be established is by linking the 
three theories discussed, since they do not necessarily contradict each other. 
For example, Neuroimaging studies have reported that regions of the frontal 
lobes appear to be active during Theory of Mind tasks, suggesting that these 
are functionally implicated (Baron-Cohen, Ring, Moriarty, Shmitz, Costa & Ell, 
1994; as cited in Baron-Cohen & Hammer, 1997). Strong central coherence 
may involve the right temporal-parietal junction (Rafal & Robertson, 1996, as 
cited in Baron-Cohen & Hammer, 1997). Frith & Happe (1994) propose that 
weak central coherence and Theory of Mind impairment may act as 
independent primary deficits, Theory of Mind accounting for the triad of 
impairments and weak central coherence accounting for other characteristics.
What has become clear, in terms of assessing children and adolescents for 
Asperger syndrome, is that a number of areas need to be assessed and will 
involve obtaining information from multiple sources. This holds true no matter 
which theory drives the assessment. A good medical and early 
developmental history from carers is vital. Observation of the child’s ability to 
use objects meaningfully and to play constructively, socially and imaginatively 
provides information about Theory of Mind ability. The child’s pattern of 
cognitive ability provide information about preferred cognitive style and 
intellectual development, particularly in the domain of language can help to 
draw distinctions between Asperger syndrome and other autistic spectrum
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disorders. While there are few assessment instruments for Asperger 
syndrome that demonstrate reliability, validity, sensitivity and specificity, they 
may be helpful as screening tools (Howlin, 2000).
It terms of interventions, there is some evidence that skills can be taught. 
However, in most cases this has not led to an improvement in everyday social 
functioning. It is worth remembering, however, that with age, many people 
with Asperger syndrome have learnt to manage the social interactions they 
find difficult (Attwood, 2000).
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Introduction
In the majority of cases care of older people is provided by family members 
(Richardson, Gilleard, Lieberman & Peeler, 1994). In turn, when older people 
experience abuse this is often by family members, particularly spouses or 
partners (Pillemer & Finkelhor, 1988), although the degree to which abuse occurs 
outside the family should also be acknowledged (Aitken & Griffin, 1996). That is 
not to say that family members, in general, make poor carers and often a great 
deal of care is provided with little support from external agencies (Jones and 
Vetter, 1984; as cited in Eastman, 1994).
While this discussion focuses on psychological models, theories and practices 
that inform the work of clinical psychologists, it will be necessary to position this 
work within the multidisciplinary context in which it is most likely to be conducted. 
For example, when psychological interventions are offered this may be in 
conjunction with input from other professionals and other agencies, such as the 
police.
Definitions of elder abuse have been problematic. Fisk (1997) proposed that 
elder abuse was
“a repeated act against, or failure to act for, an elderly person, 
which causes distress or damage, and so prevents the living of 
a full life”.
The definition by Action on Elder Abuse (1995a; as cited in Bennett, Kingston & 
Penhale, 1997) suggests
“elder abuse is a single or repeated act, or lack of appropriate 
action occurring within any relationship where there is an
66
expectation of trust, which causes harm or distress to an older 
person”.
What these definitions illustrate is the inconsistencies between definitions, the 
former suggesting single acts do not constitute abuse, the latter suggesting the 
older person must know their abuser. Gilleard (1994) argued that definitions of 
abuse become even more complicated in residential care settings. For example, 
deciding when care practices, such as the use of restraints or medication, 
become abusive.
The five most common types of abuse are physical abuse (including sexual 
abuse), psychological abuse, material abuse, such as exploitation of finances, 
active neglect and passive neglect (Wolf & Pillemer, 1989). There also appears 
to be different perspectives. One is to adopt a framework, placing elder abuse 
within a spectrum of family violence, including child and spouse abuse. Another 
is to view elder abuse as a distinct phenomenon. This has implications important 
to this discussion. If elder abuse is seen as falling within a spectrum of family 
violence then the literature base for this more global concept may provide a 
conceptual and therapeutic framework that differs from that based on literature 
specific to older people. Decisions about whether to view abuse of older people 
within a spectrum of violence have been based on the differences and similarities 
between different populations.
Both elder and child abuse have been constructed from a medical perspective, 
unlike domestic violence, which has its roots in the feminist movement (Bennett 
et al, 1997). Consequently, responses to elder and child abuse have been 
similar and differ from responses to domestic violence (Bennett et al, 1997). 
However, difference between children and older people include the observation 
that older people have greater legal, economic and emotional independence, 
they may also have higher levels of cognitive and physical impairment,
67
aggression seen in elder abuse is more likely to be reciprocal and, while children 
gradually become less dependent, for older people the opposite may be true 
(Penhale, 1994). Furthermore, familial relationships involving children are 
relatively new compared to those involving older people that may span decades.
Others have suggested that abuse of older people has more in common with 
spouse abuse (Homer & Gilleard, 1990). Homer and Gilleard (1990) argued that 
in some abusive situations involving older people there was evidence of a long 
history of relationship difficulties. Pillemer & Finkelhor (1988) argued that much 
abuse had been taking place for many years and Pillemer (1986) suggested that 
60% of cases of elder abuse could be recategorised as spouse abuse. Crystal 
(1987; as cited in Bennett et al, 1997) argued that to treat elder abuse as a 
distinct phenomenon was ageist. However, the extent to which aggression is bi­
directional appears to differ and has been found to be greater in elder abuse 
(Homer & Gilleard, 1990). Furthermore, people with Alzheimer’s Disease are 2.5 
times more likely to be abused (Paveza et al, 1992; as cited in Wilber & McNeilly, 
2001) implicating specific age related factors. Consequently, Bennett et al 
(1997) argued that elder abuse should be considered separately and for the 
purposes of this discussion that will largely be the case. Research into other 
client groups will be included as necessary, particularly with reference to 
interventions for elder abuse that could also be considered spouse abuse.
The psychological models, theories and practices helpful to clinical psychologists 
working with suspected and/or actual abuse of older people include aetiological 
theories, practices related to assessment and models of therapeutic intervention.
Aetiological Theories of Elder Abuse
Given the different types of abuse and settings in which it has occurred, it is 
unlikely that a single theory will be sufficient to account for all instances of abuse.
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Explanatory theories of elder abuse include theories of intra-individual 
characteristics, intergenerational transmission of violence, family dynamics and 
dependency. A model of abuse in residential care settings will also be 
presented.
Intra-individual characteristics
A number of intra-individual factors have been associated with elder abuse. 
Bennett et al (1997) argued that there was clear evidence that those who abused 
older people had either mental health problems or issues related to alcohol 
misuse and these factors have been particularly implicated in physical abuse 
(Homer & Gilleard, 1990). Those who admitted to acts of physical or verbal 
abuse were more likely to have depression than those who did not abuse elderly 
relatives (Homer & Gilleard, 1990).
Difficulties associated with intra-individual risk factors include problems of 
causation. For example, Bennett et al (1997) argued that it was unclear whether 
alcohol misuse was a cause or consequence of abusing an older person. 
Furthermore, focusing on individual characteristics ignores the context in which 
abuse occurs. For example, Homer and Gilleard (1990) noted that abuse was 
often triggered by aggression towards the carer. The authors also noted that 
older people who were abused had greater communication difficulties than non­
abused people. Since Afro-Caribbean people are more likely to have strokes 
compared to other ethnic minority groups (McKeigue, 1991; as cited in George, 
1994) they are placed at increased risk of such difficulties. Families from ethnic 
minorities also face other contextual difficulties, such as racial abuse, 
discrimination and conflict between generations due to different levels of 
integration and use of language (George, 1994).
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While there is evidence, therefore, to suggest a number of individual factors 
associated with elder abuse, the explanatory power of these factors is less 
conclusive and they fail to consider the context in which abuse occurs. They are 
helpful to clinical psychologists since they provide a set of factors that may serve 
to assist in identifying abuse and guiding choice of intervention.
Intergenerational transmission of violence
The transgenerational violence model proposes that abusive behaviour has been 
learned within the family and passed down through generations, perpetuating a 
cycle of violence. According to this theory, people who abuse older people are 
more likely to have grown up in abusive and violent environments.
Straus & Gelles (1990; as cited in Stith, Rosen & McCollum, 2003) found that 
children who witnessed violence within the family were more likely to assault their 
parents than children who had not witnessed violence. Steinmetz (1978, as cited 
in Giordani & Giordani, 1984) found that only one in four hundred children from 
non-violent families went on to abuse their parents compared to one in two 
physically abused children. However, Bennett et al (1997) found no evidence for 
a transgenerational link and concluded that violence, rather than passed down 
the generations, was one of long standing abuse within generations, with elderly 
victims seen as ‘graduates’ of domestic violence. Alternatively, Wolf & Pillemer
(1989) argued that the pattern to emerge was not so much a cycle of violence 
rather than evidence of retaliation when family members found themselves caring 
for people who had abused them in the past.
While it would appear that abuse of older people is more likely to occur in the 
context of abusive families, the transmission of violence from one generation to 
the next may not be the only means by which this is mediated. This theory is
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helpful to psychologists since it emphasises the need to attend to family context 
and may again assist in the identification of abuse and choice of intervention.
Family dynamics
It has been suggested that dynamics within family relationships play a role in 
elder abuse, particularly when family roles become distorted or disturbed 
(Bennett et al, 1997) or when there is a history of poor relationships (Homer & 
Gilleard, 1990). For example, gender roles may become disturbed when a male 
family member is required to care for a female who had previously adopted the 
caring role. Hart (1996) argued that crises, transitions and events in a person's 
life create a potential ‘discontinuity’ of the gendered self with difficulties 
presenting at life-cycle transitions. The issue of power within families is also 
relevant here and would appear to be a thread that runs through all forms of 
abuse. Power differentials in relationships may place the older person at greater 
risk since ageism inherent in our society devalues the older person, thereby 
reducing their power (Aitken & Griffin, 1996).
In support of this theory, Steinmetz & Amsden (1983; as cited in Bennett et al, 
1997) reported a number of abusive situations in which there appeared to be 
some form or role reversal or ‘generational inversion'. Homer and Gilleard 
(1990) found that problems arose when children, with a history of difficult 
relationships with their parents, found themselves caring for them.
While this would appear to provide a useful framework for exploring the role of 
family relationships in elder abuse, it does not provide an explanation of abuse 
outside the family, such as abuse in residential care settings. The utility of this 
theory for psychologists would appear to be the emphasis placed on the social 
construction of roles and the need to explore issues such as gender, power and 
societal attitudes.
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Dependency
Theories relating to dependency have suggested that the older person is 
dependent on their abuser and that this leads to abuse due to an imbalance of 
power and rewards in the relationship (Gelles, 1983; as cited in Bennett et al,
1997). The theory suggests that when an older person becomes dependent they 
are less able to contribute in a positive way to the relationship with their carer.
To view older people in this way is pejorative and ageist and Bennett et al (1997) 
found no evidence that victims of elder abuse were dependent on their abusers. 
Indeed, the pattern that emerged appeared to be one of the abuser being 
dependent on the older person in terms of financial and living arrangements 
(Pillemer, 1986). While dependency may be a contributing factor to elder abuse, 
it is insufficient on its own to explain the phenomenon and it is dependency on 
the part of the perpetrator rather than the older person.
Model of Institutional Abuse
Clough (1996) argued that societal attitudes about older people, resulted in 
reduced concern and poor services for this group and Gilleard (1994) has 
proposed a model for abuse of older people in institutional care settings. The 
author argued that a number of factors produce the conditions in which abuse 
may occur, including lack of staff training and education, organizational culture 
and structure, individual characteristics of staff, work-related stress and victim 
characteristics.
It should be noted that this model has not been tested and therefore remains 
speculative although it would appear to incorporate features of the models 
discussed above, such as individual characteristics and the importance of
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context. In terms of work-related stress, stress has been a concept that has 
featured repeatedly in the literature, although it has not been found to be a good 
predictor of abuse (Bennett et al, 1997). Furthermore, this model of abuse does 
not incorporate issues such as power. Clough (1996) argued that power 
differentials lay at the heart of abuse in residential care settings. While this 
theory awaits empirical validation, it may be helpful to clinical psychologists since 
it emphasises the need to consider the structural and cultural context of the care 
setting.
Assessment Issues Related to Elder Abuse
Clinical psychologists may have a valuable contribution to make in the area of 
assessment of issues related to elder abuse. Bennett et al (1997) proposed that 
assessment of an abusive situation should focus on patterns of abusive 
behaviour, including antecedents and consequences, individuals’ coping 
strategies, the dynamics of family relationships and the beliefs and attitudes of 
family members. Psychologists would seem to be well placed in this regard. 
Homer (1994) also suggested that clinical psychologists could assist in the 
assessment of challenging behaviour by conducting functional analyses of 
behaviour. Furthermore, in cases whereby the cognitive capacity of the older 
person is in question psychologists would be able to assess cognitive ability to 
inform decisions about capacity which may impact greatly on the type of 
intervention chosen.
Interventions for Suspected and/or Actual Abuse of Older People
Bennett & Kingston (1993) proposed that interventions related to suspected or 
actual abuse or older people fell on a continuum, with aggressive interventions 
such as the use of the legal system, Mental Health Act 1983 and police force at 
one end and passive or least disruptive interventions such as advocacy, carer
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support, and respite care at the other end of the continuum. The interventions 
that clinical psychologists might offer would vary, with therapies such as family 
therapy and anger management being more “aggressive” than psychoeducation 
and working to empower the older person. Bennett et al (1997) argued that 
practitioners may have to walk a fine line between adult protection and client self- 
determination when choosing appropriate interventions and for this reason, 
Stevenson (1995; as cited in Bennett et al 1997) argued that interprofessional 
working was crucial. Ultimately, the wishes of the older person remain 
paramount and this may result in offers of interventions being declined in favour 
of autonomy. This may result from differences of opinion in what constitutes 
abuse. For example, Moon and Williams (1993; as cited in Wilber and McNeilly, 
2001) found that Korean-American women were much less likely than African- 
American or Caucasian women to view a situation as abusive.
The psychological models, theories and practices helpful to clinical psychologists 
working with instances of suspected and/or actual abuse of older people include 
models of systemic family therapy, psychoeducation, anger management and 
empowerment.
Systemic Family Therapy
A family therapy approach to elder abuse aims to keep the family together by 
adopting a systems approach (Edinberg, 1986). The family, itself, becomes the 
focus for intervention based on the premise that to understand individuals it is 
important to understand the system and relationships within which the individual 
operates. The family is encouraged to observe their own functioning and, where 
appropriate, to reconstruct the family rules, behavioural patterns and 
communication styles that create conflict within the system. Richardson et al 
(1994) discussed the use of systemic family therapy models with older people
and their families and argued that family therapy with older people was more 
similar than it was dissimilar to conventional family therapy strategies.
Specific models of family therapy for older people have included the extended life 
cycle model (Benbow, Egan, Marriott, Tregay, Walsh, Wells & Wood, 1990). The 
model proposes that each generation in the family can help others to negotiate 
the transitions in the life cycle and aims to look at the capacity for the older 
person to change and grow.
A contextual model of family therapy has also been proposed by Boszormenyi- 
Nagy (1987). Interventions based on this model focus on identifying and 
challenging the perception of imbalances in the merits and obligations of family 
members, a so-called ‘intergenerational ledger' (Boszormenyi-Nagy, 1987). It 
thereby focuses on perceptions of trust and justice within the family and aims to 
foster a sense of integrity in the older person based on their contribution and 
standing within the family system. Ethnicity may be particularly important here. 
George (1994) argued that in the cultures of many migrant families living in the 
UK, the care and respect of elderly family members is often expected and 
associated with religious and filial duty. Phillips (1992; as cited in George, 1994) 
provided evidence that with increasing modernization these religious and cultural 
bonds become diminished, perhaps creating conflict between generations.
Other emphases of systemic interventions for older people include 
considerations of gender and ethnicity. Hart (1996) discussed the construction of 
the gendered self and emphasised the contribution of systemic approaches in 
conceptualizing gender in interactional terms. That is, to view gender as a social 
construction between men and women. Hart (1996) argued that crises, 
transitions and events in a person’s life create a potential ‘discontinuity’ of the 
gendered self with family difficulties presenting at life cycle transitions. This 
would appear to be particularly relevant in terms of elder abuse, especially if the
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gender roles are disrupted by the need to care for elderly relatives. Rittman, 
Kuzmeskys and Flum (1999; as cited in Wilber & McNeilly, 2001) emphasised 
the importance of understanding culturally based beliefs related to community or 
family and argued that a failure to do so may result in poor identification and 
intervention for abuse. For example, Korean-American women placed greater 
emphasis on family harmony over individual well-being compared to other 
groups. Aitken & Griffin (1996) argued that the isolation of older Asian women 
due to a lack of financial resources and potential difficulties with the English 
language may create conditions in which they become more vulnerable to abuse.
Evidence in support of these models has come from a number of sources. 
Quigley and Womphrey (1988) noted that there was evidence that those families 
in which an older person was experiencing abuse could be characterised by a 
history of conflictual family relationships together with resentment on all sides 
related to issues of increasing dependency. Williamson (1981; as cited in 
Richardson et al, 1994) reported positive changes in the family system as a 
result of breaking down the hierarchy between family members of different ages. 
Richardson et al (1994) noted that a number of case studies have reported 
positive outcomes for families using a family therapy approach and Anderson & 
Hargrave (1990; as cited in Richardson et al, 1994) reported successful 
outcomes for the use of a contextual model of family therapy in particular. 
Systemic approaches have also been applied to institutional facilities, such as 
care homes (Bogo, 1987; Bepko, 1984; both cited in Richardson et al 1994). 
These studies have shown favourable outcomes although they are, again, based 
on a small number of case studies. Richardson et al (1994) noted, however, that 
there was a general absence of outcome research and Aitken & Griffin (1996) 
argued that there was very little literature about elder abuse in different ethnic 
communities, despite the finding that elder abuse has been seen across cultures 
(Wilber & McNeilly, 2001).
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Richardson et al (1994) noted the argument that it may not be appropriate to 
include the older person with dementia in family therapy work. However, while 
the older person with dementia may not fully understand what has been 
discussed, they may be left with the feeling of inclusion. It also provides the 
therapist with a greater understanding of how the family system operates via the 
opportunity to observe the way other family members interact with and around 
the older person in question.
One of the limitations of systemic family therapy for elder abuse is that it may not 
be appropriate to offer this type of intervention to all ‘at risk' families. Richardson 
et al (1994) argued that this type of intervention was usually offered in response 
to a crisis rather than as a preventive measure and would, therefore, be less 
appropriate in cases of suspected abuse. In cases where the older person would 
like to end the abusive relationship an alternative intervention might be preferred.
The literature base for elder abuse is relatively sparse in comparison to that for 
domestic violence. Given that some cases of elder abuse could be considered 
spouse abuse, the evidence base for domestic violence may be helpful to 
psychologists when considering interventions for suspected or actual elder 
abuse.
The literature relating to the effectiveness of systemic therapies for domestic 
violence is growing and includes systemic therapy for couples as well as 
individual therapy using narrative and solution-focussed approaches (Rivett and 
Rees, 2004). Stith, Rosen and McCollum (2002) reviewed outcome studies for 
domestic violence and concluded that while a group intervention was successful 
in stopping violence in half of the men who completed therapy, drop out rates 
were high and methodological difficulties made it difficult to draw firm 
conclusions. A further study by Stith, Rosen & McCollum (2003) found that 
couples therapy resulted in reduced levels of violence and that there was no
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evidence that this approach put female victims at greater risk, the criticism that 
makes this type of intervention controversial. A further study by Stith, Rosen, 
McCollum and Thomsen (2004) found that couples therapy was more effective 
when offered in a group format rather than to individual couples. Work with 
couples based on a mix of behavioural, cognitive and systemic approaches is 
also in use (Vetere and Cooper, 2001). Further evaluation of these practices 
with older people would help psychologists to establish the validity of these 
techniques with older people.
Psychoeducation
Interventions based on the principals of psychoeducation have been offered to 
the families of older people in either a single-family format or in a multi-family 
group setting (Richardson et al, 1994). Programmes of psychoeducation have 
included components such as increasing carer’s knowledge about the negative 
effects of ageing and how these can be minimised, increasing peer support 
among families, increasing awareness and use of community supports and 
facilitating the use of problem solving strategies, (Richardson et al, 1994). As 
such, this approach adopts the position that the family is in need of help in order 
to cope with the needs of the older person.
Support for this approach comes from a number of studies (Dobson & Dobson, 
1985; Hartford & Parsons, 1982). While neither of these studies had incidences 
of abuse as a dependent measure, Dobson & Dobson (1985) found that, 
following a four week psychoeducational programme, participants reported 
feeling less overwhelmed by their caring responsibilities. This approach has also 
been applied to family members of older people in medical and psychiatric 
inpatient settings with the aim of preventing abuse when the older person 
returned home, (Banks, Ackerman & Clark, 1986). The authors reported benefits 
following intervention but no follow-up was conducted.
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The advantage of working within a psychoeducational framework is that it can be 
applied to a range of settings and may play a preventative role in elder abuse.
The limitation of this approach is that psychoeducation has primarily been 
targeted towards carers and frequently excludes the older person. In this way 
the needs of the older person are rarely met. It assumes that the carers and 
family members can take an objective viewpoint in relation to the older person 
and fails to explore interpersonal issues and external factors that may impinge on 
a person’s ability to care for an elderly relative. It also presumes that the older 
person is a passive recipient of care when studies have shown that this may not 
be the case (Paveza et al, 1992; as cited in Wilber & McNeilly, 2001).
Anger management
Therapies focusing on anger management have been utilized in cases of elder 
abuse (Reay, 1995, as cited in Kingston & Reay, 1996; Reay & Browne, 2002). 
These have been largely based on Novaco’s (1975) model of anger. Novaco 
(1975) argued that environmental situations alone did not provoke anger, rather 
that it was the interpretation or meaning given to these situations by individuals. 
As well as environmental and cognitive components, the model also emphasized 
physiological and behavioural aspects to anger.
Reay (1995; as cited in Kingston & Reay, 1996) reported on the use of anger 
management for people who abused their elderly relatives. The intervention 
included self-monitoring, psychoeducation and the teaching of relaxation, use of 
self-statements, assertion skills and time out. Reay & Browne (2002) evaluated 
the use of both education and anger management. Anger management focused 
on dealing with the triggers, cognitions, arousal and behaviour associated with 
anger. Results from both studies suggested anger management was an effective 
intervention in cases of elder abuse. Reay and Browne (2002) found that the
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anger management component of their intervention led to reductions reported 
strain, anxiety and depression for both individuals who physically abused their 
relatives and for those who neglected them. Furthermore, for the physically 
abusive group anger management led to a reduction in the use of hostile, 
abusive and aggressive tactics employed during conflicts and these benefits 
were maintained at six months follow-up.
It should be noted that the interpretation of Reay & Browne’s (2002) study is 
problematic because all participants received both education and anger 
management. While the authors have attempted to evaluate each component, 
the study methodology has made this difficult. For example, all participants 
received the education component first followed by anger management, creating 
the opportunity for order effects. Having said this, it would appear that anger 
management provided specific additional benefits for those who physically 
abused their relatives. Reay and Browne (2001) found that those who neglected 
their older relatives tended to have higher levels of anxiety and argued that, for 
these people, education and anxiety management would be more appropriate.
One of the disadvantages of anger management is that it does not include the 
older person, who’s needs may not be addressed (Reay, 1995). Eastman (1988; 
as cited in Kingston and Reay, 1996) noted that interventions were more likely to 
be effective when they addressed the needs of the older person as well as other 
family members.
Staircase model
Breckman and Adelman (1988) presented a stage model for change for abuse 
that aimed to empower the older person. The first stage, known as reluctance, is 
characterized by a period in which abuse is not viewed by the older person as 
abuse. Intervention aims to reduce feelings of isolation, guilt and denial as well
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as an exploration of the attitudes and stigma surrounding abuse. The second 
stage, that of recognition, continues to work on decreasing isolation and guilt and 
explores options in a problem solving framework. The final stage, called the 
rebuilding stage, aims to foster opportunities for the individual to reshape their 
identity and consider a life without abuse.
The model is presented here because it was felt important to discuss options 
available to psychologists that differ from psychoeducation and anger 
management, which are primarily offered to carers. The staircase model 
provides a framework in which the needs of the older person may be met in an 
individual therapeutic setting. Having said this, to date, this model has not been 
evaluated and it is not clear how effective it might be as an intervention. 
Furthermore, the assumption that this model holds is that the desired outcome is 
separation from the abuser and it is important to acknowledge that this may not 
be the desired outcome for some older people.
Limitations of research
Studies investigating models, theories and practices related to actual or 
suspected elder abuse have a number of limitations including difficulties with 
definitions, methodology and poor consideration of gender and ethnicity. 
Difficulties relating to definitions have resulted in studies employing disparate 
criteria regarding what constitutes abuse and makes for a confusing and 
incomparable evidence base. Bennett et al (1997) have argued that there have 
been very few case control studies and much of the evidence relies on studies 
employing survey methodologies and retrospective designs based on American 
populations. Richardson et al (1994) noted that outcome of psychological 
interventions rarely investigated longer-term functioning of the family. Most 
surprising of all is that, in many cases, the views of the older person have not 
been obtained (Richardson et al, 1994). Finally, despite the finding that the
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majority of victims are female (Bennett et al, 1997), the majority of perpetrators 
are male (Hancock & Jarvis, 1994; as cited in Aitken & Griffin, 1996), that men 
are more likely to engage in acts of physical aggression and women more likely 
to neglect their elderly dependents (Miller and Dodder, 1989; as cited in Bennett 
et al, 1997) the majority of the studies fail to discuss the impact of gender on their 
findings (Aitken & Griffin, 1996).
Conclusion
While there are a number of models, theories and practices that are helpful to 
clinical psychologists working with cases of suspected or actual abuse of older 
people it would appear that they should not be considered in isolation, given the 
complexity of this work. Theories and factors associated with aetiology provide a 
variety of perspectives for consideration and exploration that may facilitate the 
early identification or even prevention of abuse. Models of assessment and 
intervention provide a number of distinct approaches that may be used to 
complement each other. For example, offering psychoeducation as a 
preventative intervention and family therapy in response to crises (Richardson et 
al, 1994). Individual therapies appear to be available for both the older person 
and the person who is engaging in abuse.
What is clear is the need for further validation of these models specifically based 
on older people. While there are similarities, it should not be assumed that 
abuse of older people is necessarily the same as abuse of other populations. In 
addition, research needs to incorporate consideration of issues such as gender, 
power and ethnicity that appear so central to this discussion and the views of 
older people need to be dominant in future literature. To date, validated 
interventions to prevent elder abuse remain few and far between (Reay & 
Browne, 2002).
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ADULT MENTAL HEALTH CASE REPORT
The assessment and treatment of a 27 year old man with depression and 
anxiety within a cognitive behavioural framework
June 2003
Year 1
87
Gordon Green had been referred by his GP for symptoms of depression and 
anxiety. He was a 27-year-old university graduate of White British Origin who 
described himself as someone who had always been anxious. The assessment 
of Gordon's difficulties revealed a number of significant traumatic events in his 
childhood that appeared to precipitate his current difficulties, including the loss of 
his father at the age of 13 years from heart disease. Questionnaire measures 
revealed a Beck Depression Inventory II (BDI-II) (Beck et al. 1996) score of 34 
and a Beck Anxiety Inventory (BAI) (Beck & Steer, 1997) score of 30, signifying 
severe symptoms of depression and anxiety.
Gordon’s difficulties were conceptualized according to cognitive theory and it was 
hypothesized that early experiences had led to the development of core beliefs 
related to weakness, vulnerability and danger. These appeared to have been 
triggered by a recent traumatic event, leading to a number of negative automatic 
thoughts and an elevated perception of threat. It was hypothesized that 
Gordon’s difficulties were being maintained by his widespread use of avoidance 
and by a number of cognitive distortions.
A course of 8 individual sessions of cognitive behaviour therapy was offered, with 
the aim to explore Gordon’s negative automatic thoughts and heightened 
perceptions of danger using techniques including thought records, Socratic 
questioning and behavioural experiments. Other intervention techniques 
included relaxation and particular attention was paid to Gordon’s interpretation of 
social situations, which he experienced as difficult.
As well as a subjective evaluation of therapy, outcome was evaluated using a 
comparison of mood ratings taken from thought records in the first half of 
intervention compared to mood ratings for the second half of intervention. A 
reduction in both depression and anxiety was observed. It was not possible to 
re-administer baseline measures because Gordon did not attend the final
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scheduled session. Possible explanations why Gordon did not attend the final 
session were explored and included his redundancy in the latter stages of 
therapy as well as potential difficulties with the ending of the therapeutic 
relationship.
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PEOPLE WITH LEARNING DISABILITIES CASE REPORT
Behavioural assessment and management of a 36 year old man with 
challenging behaviour in the context of a severe learning disability
September 2003
Year 1
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Ian Johnson was a 36-year-old man of White British Origin who had cerebral 
palsy and a severe learning disability. He had been referred by the manager of 
his staffed community home following frequent and prolonged periods of 
screaming that had been accompanied by a significant loss of weight. All 
attempts to establish whether Ian's difficulties were the result of an undiagnosed 
medical condition had been unsuccessful and it was agreed, at a case 
conference, that a psychological investigation would be in Ian's best interest 
while attempts to address any unresolved medical issues continued. At the time 
of referral, Ian's challenging behaviour was threatening his place at both the 
home where his lived and his place at a local day center.
Assessment of Ian’s difficulties took the form of interviews with key workers at 
both Ian's home and at the two day centers he attended. Ian's family members 
were also interviewed. A functional analysis of Ian's behaviour was completed, 
with observations taking place at his home and both day centers.
Ian's difficulties were formulated within a behavioural framework and it was 
hypothesized that his use of screaming constituted an operant behaviour with the 
function of attracting and maintaining social interaction. Because staff found 
Ian's challenging behaviour aversive, they would quickly approach him and 
provide social interaction. Because, in the majority of incidences, this resulted in 
Ian ceasing to scream, the staff’s behaviour was negatively reinforced.
The intervention took the form of a set of behavioural guidelines, introduced in all 
settings. This included specific instructions for staff about how to manage Ian's 
challenging behaviour. Staff at each setting were visited regularly in order to 
facilitate the implementation of the guidelines and to provide support and further 
guidance, where appropriate.
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While significant progress was made and the frequency and intensity of Ian’s 
challenging behaviour reduced, a number of difficulties were encountered.
These included difficulties some staff had in understanding the guidelines, and 
some simplification was required. In addition, there was disagreement in one 
setting about the nature of Ian’s difficulties, which meant that staff were reluctant 
to implement the guidelines.
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CHILD CASE REPORT
Extended neuropsychological assessment of an eight year old
girl with epilepsy
April 2004
Year 2
93
Amanda Smith, an 8-year-old girl was referred by her Paediatrician following 
concerns that Amanda’s epilepsy had led to a loss of cognitive function, with 
particular reference to handwriting, spelling and short-term memory. Amanda’s 
epilepsy took the form of complex partial seizures, although she had experienced 
one generalized tonic-clonic seizure approximately 2 years prior to the referral. 
Her mother felt that Amanda’s difficulties were the result of acquired dyslexia, 
although her father believed her difficulties were more pervasive and long­
standing. Staff at Amanda’s school had no specific concerns regarding her level 
of academic achievement, despite placing Amanda on the special educational 
needs register for a short time.
The assessment took the form of interviews with Amanda’s parents, Amanda and 
the SENCO from Amanda’s school. Written information was also obtained from 
Amanda’s class teacher. A number of psychometric tests were administered 
including the Wechsler Intelligence Scale for Children -  3rd Edition (WISC-IH) 
(Wechsler, 1991), the Wechsler Objective Reading Dimensions (WORD) (Rust et 
al. 1993), the Children’s Memory Scale (CMS) (Cohen, 1997), the Developmental 
Neuropsychological Assessment (NEPSY) (Korkman etal. 1998) and the 
Connors Rating Scale - Revised (CRS-R) (Conners, 1997).
Results from the WISC-IH revealed a verbal IQ in the low range of ability and a 
performance IQ in the low average range of ability. While Amanda demonstrated 
a relative strength in short-term verbal memory she had difficulties with tasks 
requiring attention, which was supported by the observation of her behaviour 
during testing. Results from the WORD revealed that Amanda’s level of literacy 
was in line with her overall ability, the age equivalent of which was considered to 
be approximately one year below her chronological age. While the results from 
the CMS revealed no evidence of deficits in memory, again Amanda had some 
difficulty with tasks that required attention.
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Initial formulation of Amanda’s difficulties proposed the hypothesis that epilepsy 
had led to a delay in development rather than a loss of function, with potential 
additional difficulties in attention. It was also felt that Amanda’s level of anxiety 
was likely to impact on her performance.
Additional assessment tools were administered to explore Amanda’s potential 
difficulties with attention. The CRS-R revealed that Amanda did experience 
difficulties of hyperactivity and attention at home but not at school, although 
elevated scores for cognitive problems/inattention were seen in both settings, 
suggesting that Amanda’s difficulties in attention appear related to cognitive 
problems rather than as a result of attention deficit disorder. The results from the 
NEPSY revealed that Amanda’s difficulties with attention were confined to 
difficulties of sustained attention. Findings from these additional measures are 
reflected in an extended formulation of Amanda’s difficulties, which focus on 
difficulties of sustained attention.
As a result of the extended assessment a number of recommendations were 
made including the possibility of assessing Amanda in the future, using the 
current assessment as a baseline if concerns about loss of cognitive function 
continued to persist. Further recommendations included breaking lengthy 
instructions down to ensure that Amanda is able sustain attention for the time 
required, to be mindful that her difficulties may go unnoticed because of her 
tendency to be quiet, shy and unlikely to ask for help and to boost Amanda’s self 
esteem with additional praise and positive reinforcement.
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OLDER PEOPLE CASE REPORT
Neuropsychological assessment of a 69 year old man with a history of
schizophrenia
July 2004
Year 2
97
Paul had been referred by his CRN from the local CMHT for adults following 
concerns about his memory and self-care, which they felt might be related to a 
dementia. He was a 69-year-old, white British man with a long history of 
schizophrenia who lived in conditions of deprivation and isolation. As well as 
severe and enduring mental health problems Paul also had a marked hearing 
impairment. The Trust’s policy for graduate elderly proposes that if Paul had 
developed a new age related psychiatric illness or significantly disabling physical 
disorder he should receive care from older people services. If not he should 
continue to receive care from adult services. The aim of the assessment was, 
therefore, to establish the nature of Paul’s difficulties and to consider which 
service would be most appropriate in terms of providing the care that he required.
Although initial engagement with Paul presented some difficulties a good 
therapeutic alliance developed. The assessment took the form of interviews with 
Paul, his Care Coordinator and staff from the CMHT for Older People who had 
some knowledge of Paul. A number of psychometric tests were administered 
including the Wechsler Test of Adult Reading (WTAR) (Wechsler, 2002), the 
Repeatable Battery for the Assessment of Neurological Status (RBANS) 
(Randolph, 1998) and selected tests from the Wechsler Adult Intelligence Scale -  
3rd Edition (Wechsler, 1997). Additional measures included the Brief Psychiatric 
Rating Scale (BPRS) (Lukoff et al. 1986), the Scale for the Assessment of 
Positive Symptoms (SAPS) and the Scale for the Assessment of Negative 
Symptoms (SANS) (as reproduced in Sajatovic & Ramirez, 2003). The Mini 
Mental State Examination (MMSE) (Folstein etal. 1975) was also administered 
since this had been administered in the past, providing a good baseline record.
Results of the WTAR suggested that Paul had experienced a loss of function, 
although it was not clear when this loss occurred. Results from the RBANS 
suggested that Paul was well oriented with good episodic memory but difficulties 
in the domain of autobiographical memory. While his overall performance
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suggested that he had global cognitive deficits, these appeared to be largely the 
result of motor retardation and deficits in the domain of executive functioning. 
Results from subtests of the WAIS suggested that he experienced significant 
difficulties in problem-solving and motor coordination. He also found it difficult to 
be flexible in his approach to tasks and demonstrated deficits in the domain of 
visual perception. Results from the BPRS suggested that Paul’s current 
symptoms of schizophrenia were limited to negative symptoms. This was 
supported by his performance on the SAPS and SANS. Results from the MMSE 
suggested moderate cognitive impairments. Compared to his score on this 
measure approximately 3 years previously, there was no change.
The formulation provided to account for Paul’s difficulties was one of cognitive 
deficits as a result of schizophrenia rather than that of a dementia, although it 
remained a possibility that he had also experienced some small vessel disease in 
white matter. The pattern of deficits did not conclusively suggest a dementia, 
although it was not possible to completely rule this out either. Based on the 
formulation a number of recommendations were made. These included the 
possibility of assessing Paul again in the future, referring Paul for a CT scan to 
explore the existence of white matter hyptertensities and for Paul to remain under 
the care of the CMHT for Adults to receive appropriate services for his mental 
health problems but for the CMHT for Older People to offer advice and support 
as appropriate. Recommendations about Paul’s housing and social environment 
were also made.
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SPECIALIST PLACEMENT CASE REPORT
The use of schema therapy and attachment theory for a 69 year old lady
with agoraphobia
December 2005
Year 3
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Maggie had been referred by her GP following a long history of anxiety. She was 
a 69-year-old, white British female. She had recently been referred for a medical 
investigation and was concerned that she would be unable to attend due to her 
anxiety. She presented with symptoms of agoraphobia and coped with this by 
avoiding or leaving difficult situations, such as traveling on public transport, 
attending medical appointments and visiting any unfamiliar places.
Maggie’s earlier history was marked by a number of traumatic events, including 
permanent separation from her mother, sexual abuse and a traumatic 
relationship with her grandmother. Despite this she had demonstrated 
considerable resilience and, at the time of the referral, had been in a loving 
marriage for many years. She also had a significant relationship with a woman 
she called her adoptive mother, who was now 103 and who Maggie visited daily 
in a local nursing home.
Maggie’s difficulties were initially formulated based on a cognitive model of panic 
and early intervention techniques included psychoeducation, reattribution 
techniques and graded exposure to feared situations. However, Maggie quickly 
began to bring concerns about her adoptive mother into sessions and further 
assessment and reformulation was considered necessary. This took the form of 
further exploration of Maggie’s relationships, including early attachments as well 
as an exploration of Maggie’s schemas, including the use of Young’s schema 
questionnaire -  long form (YSQ) (Young & Brown, 1990). Maggie’s difficulties 
were reformulated based on Young’s schema theory. It was hypothesized that 
the anticipated death of Maggie’s adoptive mother had triggered separation 
anxiety that was presenting as symptoms of agoraphobia and a more 
comprehensive formulation was provided. This led to intervention techniques 
including an exploration of schemas and coping styles using a cognitive, 
experiential, behavioural and interpersonal strategies. The therapeutic 
relationship was used as a specific therapeutic tool, serving as a secure base
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from which to explore and express emotions. During the course of the 
intervention, Maggie’s adoptive mother died and a number of sessions were 
devoted to helping Maggie with this significant loss. The therapeutic ending was 
carefully negotiated.
Evaluation of the outcome suggested that Maggie had begun to engage in a 
number of activities that would previously have been avoided. Maggie reported 
that she was more able to tolerate her emotions and felt more confident. There 
was also a reduction in her score on the Hospital Anxiety and Depression Scale 
(Zigmund & Snaith, 1983), suggesting that her anxiety had fallen from moderate 
at the beginning of therapy to mild at the end.
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ADULT MENTAL HEALTH PLACEMENT
SUMMARY
The core placement for adult mental health was conducted primarily in a 
Community Mental Health Team (CMHT) based in a community setting. An 
opportunity to complete some work in a general psychiatric inpatient setting was 
also provided.
Contact with a total of 11 clients included direct observation of the placement 
supervisor in therapeutic sessions with four clients and independent work with 
seven clients. There was also the opportunity to co-facilitiate an anxiety 
management group based in the inpatient setting. Independent work consisted 
of the initial assessment and subsequent therapeutic intervention with six clients 
using a cognitive behavioural framework as well as one cognitive assessment. 
Clients seen independently presented with a range of problems including anxiety 
in the form of agoraphobia with panic disorder, obsessive compulsive disorder 
and social anxiety, depression, bipolar affective disorder and anger. Issues of 
self-esteem, childhood sexual abuse and relationship difficulties were also 
encountered. All clients were white British, with the exception of one client who 
was white Norwegian and clients ages ranged from 17 to 69 years.
Cognitive behavioural therapy was time-limited with interventions ranging from 
four to 12 sessions. The cognitive assessment consisted of administration of the 
Wechsler Adult Intelligence Scale -  3rd Edition, the Wechsler Memory Scale -  3rd 
Edition and the National Adult Reading Test.
In addition to direct clinical work a literature review for CBT for anger 
management was completed and a presentation made to member of the CMHT. 
A service related research project was also conducted and presented.
104
PEOPLE WITH LEARNING DISABILITIES PLACEMENT
SUMMARY
The core placement for people with learning disabilities was conducted in a 
Learning Disabilities Health Team based in a community setting.
Contact with a total of 13 clients included direct observation of the supervisor in 
work with five clients, independent work with six clients and joint work with a two 
clients. There was also the opportunity to take part in an intensive interaction 
group run by the team’s Speech and Language Therapist. Independent work 
consisted of the initial assessment and subsequent therapeutic intervention with 
three clients using a behavioural approach implemented by staff of residential 
homes or day centers and by family members Three cognitive assessments were 
also completed. Joint work included intensive interaction and a review of case 
notes. Clients seen independently presented with a range of abilities including 
both significant and severe learning disability. Presenting problems were 
primarily challenging behaviour, such as screaming and aggression. Issues of 
unresolved medical problems, cerebral palsy, epilepsy, physical disability, 
parenting, sexual relationships and violence were also encountered. All clients 
were white British and clients ages ranged from 18 to 44 years.
Assessments included the use of functional analysis, included detailed 
observations of clients. The cognitive assessments consisted of the 
administration of the Wechsler Adult Intelligence Scale -  3rd Edition and the 
Wechsler Abbreviated Scale for Intelligence. Scales of adaptive and social 
functioning were also used.
In addition to direct clinical work an opportunity to attend a case conference was 
provided as well as the opportunity to attend a workshop on dysphagia.
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CHILD PLACEMENT
SUMMARY
The core placement for children was conducted in a Child and Adolescent Mental 
Health Service (CAMHS) based in a community setting.
Contact with a total of 16 clients included direct observation of the supervisor in 
assessment sessions with one client, independent work with eight clients and 
joint assessments of two clients. Five further clients were seen in the context of 
systemic family therapy by means of joining a reflecting team. Independent 
work consisted of three initial assessments, four therapeutic interventions and 
three cognitive assessments. Therapeutic work included the use of behavioural 
modification techniques, cognitive behaviour therapy, motivational interviewing 
and psychodynamic theories. Clients were primarily seen on a one to one basis, 
although some sessions did include other family members. A school visit was 
also conducted. Clients seen independently presented with a range of problems 
including specific phobias, agoraphobia with panic disorder, obsessive 
compulsive disorder, school refusal, conduct disorder, attention deficit 
hyperactivity disorder and behavioural problems. Issues of maternal depression, 
epilepsy, bereavement, divorce and bullying were also encountered. All clients 
were white British, with the exception of one client in family therapy who was 
white British/Italian. Clients ages ranged from 7 to 15 years.
Cognitive assessments included the administration of the Wechsler Intelligence 
Scale for Children -  3rd Edition, the Children's Memory Scale and The Wechsler 
Objective Reading Dimensions Edition.
In addition to direct clinical work there was an opportunity to attend a one-day 
child protection workshop.
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OLDER PEOPLE PLACEMENT
SUMMARY
The core placement for older people was conducted in a Community Mental 
Health Team (CMHT) based in a hospital setting. An opportunity to complete 
some work in a medical inpatient setting was, therefore, available. The 
placement was split into two halves due to a period of maternity leave.
Contact with a total of 11 clients included direct observation of the supervisor in 
the assessment of one client, joint work with the supervisor with three clients and 
independent work with seven clients. Independent work consisted of the initial 
assessment and subsequent therapeutic intervention with four clients as well as 
three cognitive assessments in the context of dementia. Clients seen 
independently presented with a range of problems including dementias, anxiety, 
depression, schizophrenia, hypomania and anger. Issues of bereavement, 
deprivation, social isolation, childhood sexual abuse, experiences of war, service 
provision and consent were also encountered. All clients were white British with 
ages ranging from 57 to 87 years.
Therapeutic interventions primarily used cognitive behavioural and schema 
theory with number of sessions ranging from three to 11. Cognitive assessments 
involved the administration of a number of psychometric tools depending on the 
clients presenting needs. These included the Wechsler Adult Intelligence Scale 
-  3rd Edition, the Wechsler Test of Adult Reading, a repeatable 
neuropsychological test battery (RBANS) and the Mini Mental State Examination.
In addition to direct clinical work a presentation to team members about the 
nature of cognitive behavioural therapy for recurrent problems was completed. 
There was also the opportunity to assist in the development of a memory clinic.
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SPECIALIST OLDER PEOPLE PLACEMENT
SUMMARY
This specialist placement was conducted in the same team as the core older 
people placement, therefore providing a opportunity to remain in a team for one 
year.
Contact with a total of 9 clients included joint work with two clients and 
independent work with seven clients. Independent work consisted of the initial 
assessment of seven clients and subsequent therapeutic intervention with five of 
these clients using cognitive behavioural therapy and schema focused therapy. 
Therapeutic techniques based on attachment theory were also incorporated. 
Clients seen independently presented with a range of problems including anxiety, 
depression, bereavement including a prolonged grief reaction and obsessive 
compulsive disorder. Joint work with another trainee clinical psychologist took 
the form of a systemic piece of work within the multidisciplinary team, to help the 
team understand and manage their responses to a client with bipolar affect 
disorder. Additional issues encountered on this placement included issues of 
domestic violence, trauma, childhood sexual abuse, longstanding and recurrent 
mental health difficulties, and issues related to termination of therapy due to 
serious medical problems. All clients were white British with ages ranging from 
68 to 82 years. Therapeutic interventions ranged in length from four to 14 
sessions.
In addition to direct clinical work there was an opportunity to present to the 
Trust’s psychology meeting. This presentation took the form of presenting on the 
use of schema therapy in an older people population, using examples from the 
clinical work undertaken on this placement.
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SPECIALIST CHILD PLACEMENT
SUMMARY
This specialist placement was conducted in two settings. Half the placement time was 
allocated to a specialist assessment team for child protection. Referrals are 
predominantly from the Court system, although children on the child protection register 
may also be referred for expert opinion. The remainder of time was spent in a Child and 
Adolescent Mental Health Service (CAMHS).
Specialist Child Protection Service: In this part of the placement, clinical work 
involved two families. In one family the children (aged 2 %, 5 and 11 years) had been 
removed from the family home and care proceedings were ongoing. In the other, the 
child (aged 4 years) remained at home on the Child Protection Register. Assessments 
primarily involved an assessment of the children’s needs and an assessment of their 
mother’s parenting ability, with a consideration as to whether the children should return 
or remain at home. Assessments included face-to-face interviews, behavioural 
observations of the children with their parents and assessments of the children’s needs. 
All work was conducted jointly with other members of the multidisciplinary team.
Children were predominantly white British with the exception of the single child of 4 
years who was of white British/black African origin.
CAMHS: Clinical work in this setting involved three assessments to explore the 
possibility of an autistic spectrum disorder. Two were conducted jointly, while a third 
was completed independently. A further initial assessment was conducted to establish a 
client’s suitability for the service. One piece of therapeutic intervention was completed 
for an adolescent with depression and anxiety in the context of a stammer. Client’s 
ranged from 4 to 17 years of age. Clients were predominantly white British with the 
exception of one client of white British/black Carribean origin.
The placement involved school visits and interagency liaison. There was also the 
opportunity to attend Court to observe members of team giving evidence as expert 
witnesses.
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ABSTRACT
Aims
The NHS Plan (2000) stipulates that nationwide Early Intervention in 
Psychosis teams will offer care and evidence based interventions to young 
people in the early stages of psychosis. The purpose of this study was to 
evaluate current practice against proposed standards for psychosocial 
interventions.
Method
The case notes of 14 eligible service users were audited to establish which 
proposed therapies were offered and accepted by service users in the first 
three years following onset of psychosis.
Results
The results suggest that interventions have not been offered routinely to this 
client group: No-one was offered CBT; 42.9% were offered and 14.3% 
accepted a course of family therapy; 7.1% were offered and accepted group 
therapy; and 64.3% were offered and 21.4% accepted interventions and/or 
support relating to education and employment.
Conclusion
While attempts have been made to offer a range of interventions in the early 
stages of psychosis, these interventions have not been offered routinely and 
may be difficult to deliver within local Community Mental Health Teams.
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INTRODUCTION
Early intervention in psychosis has received much interest in the mental 
health literature (Birchwood, Fowler & Jackson, 2000). It is thought that to 
intervene early can have major implications for secondary prevention of the 
impairments and disabilities that accompany psychosis (Carpenter & Strauss, 
1991; Birchwood & Tamer, 1994).
The emergence of psychotic symptoms is consistently preceded by a period 
of non-psychotic disturbance in experience or behaviour, known as the 
prodrome, (Eaton, Badawi & Melton, 1995). If identified as a reliable 
precursor of psychosis, early intervention could begin at this point. To date, 
there is little evidence to demonstrate that prevention of psychosis at this 
point is possible (Larsen, Friis, Haahr, Joa, Johannessen et al, 2001). 
Prospectively identifying prodromal states is difficult, running the risk of 
treating people who would not have developed psychosis, a clear ethical 
dilemma (Larsen et al, 2001). The alternative, therefore, is to intervene after 
onset of psychosis.
Birchwood & MacMillan (1993) identified a ‘critical period’ of three years 
following onset, when difficulties such as unemployment, loss of social 
networks and self esteem are likely to develop most vigorously. Delay of 
treatment during this ‘critical period’ has been associated with poor long term 
outcome (Birchwood, Jackson & Todd, 1998), longer hospital admissions 
(Wiersma, Nienhuis, Slooff & Giel, 1998), treatment resistant symptoms 
(Mason et al, 1995) and a pattern of repeated relapse (Wiersma et al, 1998).
Objectives of early intervention include reducing the length of time people 
remain untreated, providing evidence-based interventions and promoting 
recovery during the ‘critical period’. Interventions include low dose or atypical 
neuroleptics, individual therapy, group and family interventions and the 
development of valued education and employment (Birchwood et al, 2000). 
Evidence suggests that cognitive behaviour therapy (CBT) is an effective
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intervention for psychosis (Kuipers, Garety, Fowler, Dunn, Bebbington et al, 
1997; Drury, Birchwood, Cochrane & MacMillan, 1996) and that group work 
can be beneficial (Albiston, 1998). Zhang et al (1994) reported family therapy 
consisting of psychoeducation and stress reduction led to lower readmission 
rates, shorter stays in hospital and improved functioning compared to a 
control group.
In line with the growing evidence base the NHS Plan (2000) outlines 
mandatory requirements for specialist services for Early Intervention in 
Psychosis (EIP). The first teams will by set up by 2004 with a caseload of 
approximately 450 clients. The Department of Health’s Mental Health 
Implementation Guide (2001) has been published to support the delivery of 
this policy. In addition, a working group called the Initiative to Reduce the 
Impact of Schizophrenia (IRIS) is responsible for the development of an early 
intervention strategy, which will initially take place in the West Midlands before 
rolling out nationwide. Worldwide, a number of groups are developing models 
for Early Intervention. The Early Psychosis Prevention and Intervention 
Centre (EPPIC) in Australia was one of the first Centres and has one of the 
largest caseloads, (Birchwood et al, 2000).
The purpose of the current study was, therefore, to establish what is currently 
offered to individuals who would be eligible for an EIP service. Current 
provision in line with proposed standards of care would be audited. More 
specifically, the study aimed to establish whether cognitive behaviour therapy, 
family therapy, group therapy and support with education and/or employment 
was offered within the first three years following onset of psychosis and, when 
offered, if interventions were in line with proposed standards.
The Department of Health has not, as yet, developed specific and detailed 
standards for EIP services. For the purposes of this study, a preliminary set 
of standards was derived from both Department of Health publications and 
from the work of leading centres in EIP (see Appendix C).
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The study was conducted in a single Community Mental Health Team 
(CMHT). The service comprised a multidisciplinary team including 
psychiatrists, psychologists, community nurses, social workers, an 
occupational therapist, community support worker and administrative staff.
The NHS trust in which the CMHT was based was located in one of the 
healthiest and wealthiest areas in the country. The population was 
predominantly of white British origin.
METHOD 
Design
The study took the form of an audit of Service User's case notes, producing 
retrospective data. The design was approved by a member of the Trust’s 
Specialist Interest Group for EIP.
Sample
All Service Users under the care of a single CMHT during October 2002, who 
were eligible for an EIP service, were included in the audit. Clients were 
eligible if they were between 14 and 40 years of age and had experienced a 
first episode of psychosis between October 1999 and October 2002. Service 
users were identified by discussion, during a previous audit, with Care 
Coordinators at the CMHT. This relied on staff’s correct identification of cases 
and meant that some eligible clients may have been missed. This was 
considered to be the most appropriate method given the total number of 
service users under the care of the CMHT at this time. A total of 14 service 
users were identified.
As a retrospective study it had not been possible to ensure that all Service 
Users had received a formal diagnostic classification. In fact, in most 
instances a formal diagnosis was not recorded. Individuals were considered 
to have experienced a psychotic episode (see Appendix D for ICD-10
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classifications) if there was a Psychiatrist’s report to that effect or where there 
was a deterioration in social or occupational functioning plus evidence of one 
positive symptom of psychosis. These were hearing voices, visual 
hallucinations, delusions, bizarre ideas or behaviours and thought disorder.
Time of onset was identified as the date the client first reported symptoms 
fitting the criteria or the date when symptoms were first reported by a friend, 
family member or mental health professional. Onset could be clearly 
identified in the notes as a discrete event.
The characteristics of the sample are summarised in Table 1 overleaf and the 
prevalence of reported positive psychotic symptoms in the sample is 
presented in Figure 1 below.
Figure 1 : Prevalence of Positive Psychotic Symptoms
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Table 1: Characteristics of Sample
Sex 85.7% Male 14.3% Female
Age Mean 26 Years [Std Dev 4.8 Years]
Ethnicity 71.4% White British 
21.4% Not Given 
7.1% Other
Hospital admissions Mean 1.78 Admissions [Std Dev 1.31
between Oct ’99 & Oct ‘02 Admissions]
85.7% had one or more admissions
Psychotropic Medication 64.3% Atypical antipsychotic 
7.1% Antipsychotic 
21.4% Antidepressant 
14.3% Benzodiazepines 
7.1% Mood stabilizer 
21.4% No medication 
21.4% Prescribed > 1
Dual Diagnosis 21.4% Substance/alcohol misuse 
21.4% Learning disability 
21.4% Personality disorder 
57.1% No other diagnosis
A number of key prodromal symptoms (EPPIC, 1997) were monitored and are 
presented in Figure 2. These were loss of energy or motivation, a client’s 
perception that things around them have changed, belief that thoughts have 
speeded up or slowed down, deterioration in work or study, withdrawal and/or 
loss of interest in socialising and emerging unusual beliefs.
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50 i
45 - 42.9
40 -
35.7
35 -
28.6 28.630 -
25 -
20 -
14.315 -
10 -
Loss of energy or Client perception Belief that Deterioration in Withdrawal/loss Emerging
motivation that things thoughts have work or study of interest in unusual beliefs
around them speeded socialising
have changed up/slowed down
SYMPTOMS 
Procedure
The case notes for each service user were audited. Due to time constraints, 
only typewritten and Care Programme Approach (CPA) documentation were 
audited. It was felt that information relevant for this audit should be contained 
within this documentation.
If there was a clear rationale why an intervention had not been offered in line 
with proposed standards this was recorded. A clear rationale was defined as 
a reason why it would be impractical to offer an intervention. For example, 
not offering family therapy because the client was not in contact with family 
members. A client’s current mental state was not considered a clear rationale 
for delaying treatment unless this decision had been made following an 
assessment by a formally trained therapist.
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Therapists were considered to be formally trained if they had obtained a 
professional qualification, recognised by the British Psychological Society in 
the delivery of the psychological intervention in question.
A copy of the form used to extract information from client notes can be found 
in Appendix E.
Results
An example of a completed audit form can be found in Appendix F. 
Interventions offered and accepted by clients are presented in Table 2 below.
Table 2: People offered interventions in three years following onset of 
psychosis
Intervention Offered Accepted Clear Rationale 
why
intervention 
was not offered
Individual Therapy (CBT) 0 0 0
Family Therapy 6 (42.9%) 2 (14.3%) 0
Group Therapy 1 (7.1%) 1 (7.1%) 1 (7.1%)
Support with Education 
and/or Employment
9 (64.3%) 3(21.4%) 2 (14.3%)
Interventions offered did not, in general, appear to be related to 
characteristics of the sample, although cell sizes were small and precluded 
statistical analysis. People who had two or more hospital admissions tended 
to be more likely to be offered interventions compared to those with less than 
two admissions, although further research involving a larger sample would be 
required to clarify this. See Table 3 for descriptive statistics.
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Table 3: Interventions offered based on sample characteristics
Sample Characteristic Any Intervention 
Yes
Offered
No
P value
Gender
Male n=7 (50.0%) n=5 (35.7%) a
Female n=1 (7.1%) n=1 (7.1%)
Age (median split)
14-26 years 4 (28.6%) 4 (28.6%) a
> 26 years 4 (28.6%) 2 (14.3%)
Ethnicity
White British 6 (42.9%) 4 (28.6%) a
Not Given 1 (7.1%) 2 (14.3%)
Other 1 (7.1%) 0(7.1%)
Admissions
<2 Admissions 2 (14.3%) 4 (28.6%) a
2+ Admissions 6 (42.9%) 2 (14.3%)
Currently prescribed 
Atypical Anti psychotics
Yes 7 (50%) 4 (28.6%) a
No 1 (7.1%) 2 (14.3%)
Dual Diagnosis 3 (21.4%) 3(21.4%)
Single Diagnosis 5 (35.7%) 3(21.4%) a
a Cell numbers too small/uneven for statistical analysis or for more detailed comparisons
Individual Therapy (CBT)
There were no service users who had been offered CBT in the first three 
years following onset of psychosis. Furthermore, there was no evidence or 
report of a clear rationale why treatment had not been offered.
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Family Therapy
42.9% of the sample had been offered a course of family therapy. For one 
client who did take up the offer of a course of family therapy the intervention 
was in line with a number of the proposed standards as presented in Table 4 
below. One client had been referred for family therapy and was awaiting an 
initial appointment.
Table 4: Percentage of sample meeting standards for family therapy
Standard n, (% sample)
1. Family therapy should involve all the immediate family n=0 (0%)
2. Therapy should last for more than six months n=1 (7.1%)
3. Therapy should involve more than 10 sessions n=0 (0%)
4. Therapist should be formally trained n=1 (7.1%)
5. Goals should include:
a. Prevention of relapse
b. Psychoeducation
c. Exploration of communication styles
d. Relationship difficulties
e. Coping strategies for psychosis related 
behaviours
n=1 (7.1%) 
n=0 (0%) 
n=1 (7.1%) 
n=1 (7.1%) 
n=0 (0%)
Group Therapy
One person (7.1% of the sample) had been offered and accepted a course of 
group therapy in line with the proposed standards. Table 5 details which of 
the proposed standards this intervention met.
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Table 5: Percentage of sample meeting standards for group therapy
Standard n, (% sample)
The therapist should be formally trained n=1 (7.1%)
Goals should include:
Psychoeducation 
Relapse prevention
Promotion of recovery (copy strategies) 
Focus on relationships
n=1 (7.1%) 
n=1 (7.1%) 
n=1 (7.1%) 
n=0 (0%)
Support with Education and/or Empioyment
Nine people (64.3%) had been offered support and assistance with education 
or employment programmes. Of these, three people (21.4%) took up the 
intervention offered to them. Table 6 below details which standards had been 
met by these interventions.
Table 6: Percentage of sample meeting standards for education and 
employment based interventions
Standard n, (% sample)
1. Vocational/educational training programmes should be 
provided in conjunction with training, education, 
employment agencies
n=2 (14.3%)
2. Resources within Mental Health services should be 
exploited to provide job training opportunities
n=1 (7.1%)
3. Training and work experience opportunities through links 
with key agencies and schemes (e.g. Further Education 
colleges, and voluntary organisations) should be 
provided
n=0 (0%)
4. Ongoing support should be provided n=3 (21.4%)
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Planned comparisons and post hoc analyses
One of the goals of EIP services would be to limit time spent in hospital. A 
planned comparison for this study was to see if those individuals who had 
been offered and accepted any of the proposed interventions had fewer 
hospital admissions as a measure of time spent in hospital compared to those 
who had not received any psychosocial interventions. Results are presented 
in Table 7. There was a non significant difference in hospital admissions 
between groups (Z(6,8)=-0.937, p=0.349, 2 tailed).
Table 7: Number of hospital admissions for those who accepted any of 
the proposed psychosocial interventions
Intervention No Intervention P value
Number of
Hospital
Admissions
1.88 Admissions 
[Std Dev=0.99 
Admissions]
1.67 Admissions 
[Std Dev=1.75 
Admissions]
P=0.349 ns
DISCUSSION
The objectives of this study were to explore what service users, eligible for an 
EIP service, were currently offered under existing services. The findings 
demonstrate that, in this CMHT, attempts have been made to offer services to 
people experiencing the early stages of psychosis. However, the provision of 
a range of psychosocial interventions for this client group may be difficult in 
local CMHT settings. This is shown by the finding that, while a good 
proportion of people were offered support and interventions relating to 
education and employment and, to a lesser extent, were offered family 
therapy, CBT or group therapies were rarely or never offered. No-one in this 
study was offered CBT, 42.9% were offered family therapy, 7.1% were offered 
group therapy and 64.3% were offered support with gaining access to 
programmes or opportunities in education or employment. Importantly, in
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many cases, these offers were not taken up by the service users. When 
accepted by clients the interventions offered were in close accordance to the 
proposed standards.
Why a range of interventions have not been offered in this CMHT is less clear. 
It could be that current services are not available or that health professionals 
perceive these interventions to be of little benefit to this client group, in the 
early years of psychosis, so that referrals are not made until after the ‘critical 
period’, or not at all. Further research is needed to clarify this issue.
Why interventions have not been accepted by clients in this CMHT is also 
unclear. It could be that clients feel these interventions will not be of benefit to 
them, that factors associated with psychosis, such as disordered thinking and 
poor attention, make it difficult for people to make decisions about therapy or 
attend sessions, that practical obstacles prevent uptake of interventions or 
that efforts to engage this client group need to be more vigorous than is 
possible in a CMHT setting. Again further research is needed to establish the 
factors influencing why clients do not accept psychosocial interventions 
offered to them.
The most prevalent prodromal symptom in this sample was that of emerging 
unusual beliefs, documented in 42.9% of the sample. As this leaves a good 
proportion who do not experience this symptom and because it is unknown 
how many people in the CMHT experienced this symptom without going on to 
develop psychosis, this study could support Larsen’s (2001) argument that 
early intervention in the prodrome phase is not currently possible, although 
further research could clarify this issue.
Those who received interventions did not differ from those who did not in 
number of hospital admissions. This does not support Wiersma et al’s (1998) 
finding that delay of treatment leads to the development of a pattern of 
repeated relapse. Results from the current study should be accepted with 
caution and can only be tentative due to the small sample. Furthermore,
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because people who had more hospital admissions were more likely to be 
offered interventions the data for those people who accepted interventions will 
also be skewed towards the more acutely unwell clients in the sample.
Limitations of this study include the fact that only typewritten correspondence 
and CPA documentation were audited. This meant that pertinent information 
may have been missed. However, important decisions about service users’ 
care should be reported in the documentation that was audited and members 
of the Multidisciplinary team felt that any information missed would be limited.
As the audit was conducted in a single CMHT the sample size was small, 
limiting the reliability of the findings. Furthermore the sample did not include 
those people who had been discharged from the service but who would 
otherwise have been eligible. It is possible that these people received more 
of the interventions in question leading to better outcome and subsequent 
discharge and is, therefore, an important factor to consider when reviewing 
the current findings.
A further limitation was that of identifying prodromal symptoms. While positive 
symptoms after onset were easily identified in the notes, as documented by 
health professionals, this was not so clear for prodromal symptoms. Correct 
recognition and categorisation of these symptoms relied more heavily on the 
investigator’s judgement. For example, what constituted an emerging unusual 
belief? The study would have benefited from a check of inter-rater reliability. 
Since the service users’ notes could not be removed from the team offices 
and because of confidentiality, checking reliability would have involved a 
considerable amount of input from another team member, for which resources 
were not available.
Further limitations include the sole use of client notes. As this was the only 
source of information it meant that important information may have been lost. 
For example, it is possible that much work along the lines of the proposed 
standards had been conducted on a more informal basis by other members of
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the multidisciplinary teams. For example, many team members had acquired 
skills in CBT and used them routinely in their practice on a day to day basis. 
Furthermore, these notes may not have been detailed enough in terms of 
providing information for this audit. This does not necessarily mean that some 
of the standards were not met. For example, when an intervention was 
offered, the goals of therapy were not always clear in the notes and reasons 
for not offering therapy were rarely recorded.
The following recommendations will assist any future audit of these 
interventions. Care taken to clearly report what has not been offered as well 
as more detailed descriptions about what is offered will ensure that 
information is not missed using this audit method. Raising awareness within 
teams as to the nature of psychosocial interventions for this client group, 
especially the concept of the ‘critical period' will support staff to refer clients 
sooner rather than later.
Future studies of interest would include studies involving a number of CMHTs 
(i.e. larger sample size) and to include those who have also been discharged. 
Prospective studies would also be of benefit. Where possible additional 
sources of information can provide a more reliable measure, including 
interviews with staff and service users.
Studies to investigate why interventions have not been offered will also assist 
in service development. Investigations relating to availability of services and 
difficulties associated with accessing these services will be of benefit.
Interestingly, the number of people in the CMFIT in this study, who would be 
eligible for an EIP service, was small. Given that each EIP service will have a 
caseload of approximately 450, it is likely that such a service, in the location 
studied, will have a large catchment area. This has major implications for 
service development and delivery.
In conclusions, attempts have been made to offer this client group a range of 
interventions in the early stages of psychosis, these interventions have not
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been offered routinely and may be difficult to deliver within a local Community 
Mental Health Teams.
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Appendix A: Correspondence relating to feeding back of findings to the 
service
27 March 2003
TO WHOM IT  MAY CONCERN
I confirm that Kate Telford fed back on her findings for an audit conducted in the area of Early Intervention 
in Psychosis (EIP).
A presentation was made to the Specialist Interest group for EIP on 26 March 2003.
Yours faithfully
Chartered Clinical Psychologist
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Appendix B: Letter confirming this study constituted an audit and did 
not require approval from the Trust’s Ethics Committee
27 March 2003
TO WHOM IT MAY CONCERN
Re: Early Intervention in Psychosis and identified standards of good practice: An 
audit of the range of interventions currently offered.
I confirm that the above named Service Related Research Project, conducted by Kate 
Telford while on placement at " CMHT constitutes an audit and I am happy
that this does not require approval from the Ethics Committee for research conducted 
within " — '* ' NHS Trust.
Yours faithfully
Chartered Clinical Psychologist
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Appendix C: Proposed Standards for the Delivery of Psychosocial 
Interventions in the Early Intervention of Psychosis
The standards have been taken from four sources:
1. The Mental Health Policy Implementation Guide (2001)
2. The National Institute for Clinical Excellence’s (NICE) Guidelines for 
the treatment of schizophrenia (NICE, 2002).
3. The Initiative to Reduce the Impact of Psychosis (IRIS) Clinical 
Guidelines and Service Frameworks, West Midlands Early 
Psychosis Group, University of Birmingham.
4. The Early Psychosis Prevention and Intervention Centre (EPPIC) 
Series of Early Psychosis Manuals (1997).
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Appendix C: Cont’d
Intervention Standards
Individual Therapy: 
Cognitive
Behavioural Therapy 
(CBT)
1. CBT should be offered
2. Treatment should last more than six months
3. Treatment should involve more than 10 sessions
4. The therapist should be formally trained
5. Goals should include:
a. Reduction of positive symptoms
b. Prevention of relapse
c. Promotion of adherence to treatment
d. Assistance in the development of insight
e. Psychoeducation
Family Therapy 6. Family therapy should be offered when the client 
lives with or is in close contact with the family
7. Family therapy should involved all the immediate 
family
8. Treatment should last more than six months
9. Treatment should involve more than 10 sessions
10. The therapist should be formally trained
11. Goals should include:
a. Prevention of relapse
b. Psychoeducation
c. Exploration of communication styles
d. Relationship difficulties
e. Coping strategies for psychosis related 
behaviours
Group Therapy 1. Group therapy should be offered
2. The therapist should be formally trained
3. Goals should include
a. Psychoeducation
b. Relapse prevention
c. Promotion of recovery (copy strategies)
d. Focus on relationships
Support with 
Education and/or 
Employment
5. Vocational and education training programmes 
should be provided in conjunction with training, 
education, employment agencies
6. Resources within Mental Health services should 
be exploited to provide job training opportunities
7. Training and work experience opportunities 
through links with key agencies and schemes (e.g. 
Further Education colleges, and voluntary 
organisations) should be provided
8. Ongoing support should be provided
Appendix D: ICD-10 (WHO, 1993) Diagnostic codings for psychotic 
disorders
F10 Mental and behavioural disorders due to use of alcohol (if also 
psychotic)
F12 Mental and behavioural disorders due to use of cannabinoids (if also 
psychotic)
F16 Mental and behavioural disorders due to the use of hallucinogens (if 
also psychotic)
F19 Mental and behavioural disorders due to multiple drug use and use of 
other psychoactive substances (if also psychotic)
F20 Schizophrenias
F21 Schizotypal disorders
F22 Persistent delusional disorders
F23 Acute and transient psychotic disorders
F24 Induced delusional disorder
F25 Schizoaffective disorders
F28 Other nonorganic psychotic disorders
F29 Unspecified nonorganic psychosis
F30.2 Mania with psychotic symptoms
F31.2 Bipolar affective disorder, current episode manic with psychotic 
symptoms
F32.2 Severe depressive episode with psychotic symptoms 
F33.3 Recurrent depressive episode, current episode severe with psychotic 
symptoms
F53 Mental and behavioural disorders associated with the puerperium not 
elsewhere classified
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Appendix E: Audit Record Sheet
AUDIT 2: Form A
Date form completed •
Client Identifier Code
Age
Gender
Ethnic origin
Inclusion criteria
Under care of L'head CMHT during Oct 2002 
Is  client between age of 14-40
Date of onset of 1st episode (to fall between Oct 99 -  Oct 02) 
Onset defined by (code)
Recognition of onset of acute psychosis 
Report from psychiatrist stating client has 
experienced psychosis
Presence of positive psychotic symptom (need 1)
1. Hearing voices
2. Visual hallucinations
3. Delusional ideas
4. Bizarre ideas or behaviours?
5. Thought disorder
Impairment in social and/or occupational functioning
Prodromal factors of particular concern
1. Loss of energy or motivation
2. Client perception that things around them have changed
, 3. Belief that thoughts have speeded up/slowed down
4. Deterioration in work dr study
5. Withdrawal and loss of interest in socialising
6. Emerging unusual beliefs
Presence of dual diagnosis 
Is  yes, which?
On psychotrophic medication 
Is  so, which?
Admitted to hospital in past 3 years 
I f  yes, how many admissions 
Date of referral to team 
Date of initial assessment by team 
Care coordinator
Male/female
Yes/No
Yes/No
(tick as appropriate) 
O
(tick as appropriate) " □
0
D
D□
Yes/No
(tick as appropriate) 
D 
D □□
D
°
I
Yes/No
Yes/No
Yes/No
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Other interventions offered that fall outside the guidelines 
Pre-onset ~  "7 Post-onset
Support with education and/or employment:
Offered Yes/No Accepted 
Number of interventions offered |~ |
Yes/No
Brief description of mterventionfs) offered Date offered
1.
2.
S.'
Intervention 1
Number of sessions offered
Number of sessions attended
Does intervention offered meet ail standards?
Is  there a clear rationale to explain why intervention has not been 
offered in line with standard?
Yes/No
Yes/No
Intervention 2
Number of sessions offered
Number of sessions attended
Does intervention offered meet all standards?
Is  there a clear rationale to explain why intervention has not been 
offered in line with standard?
Yes/No
Yes/No
Intervention 3
Number of sessions offered
Number of sessions attended
Does intervention offered meet all standards? Yes/No
mere a clear rationale to explain why intervention has not been 
offered in line with standard?
Yes/No
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Individual therapy (CBT):
Offered Yes/No
Number of interventions offered
Accepted Yes/No
Brief description of intervention^) offered Date offered
1.
2.
3. -
Intervention 1
Number of sessions offered
Number of sessions attended
Length of treatment programme (in months)
Identified goals for therapy
1. Psychoeducation
2. Facilitate development of insight
3. Promote adherence to treatment
4. Reduce symptoms
5. Relapse prevention
Does intervention offered meet all standards?
Is therapist formally trained?
Is there a clear rationale to explain why therapy has not been offered in 
line with standard?
(tick as appropriate) 
0  
□
□
O
D
Yes/No
Yes/No
Yes/No
Intervention 2
Number of sessions offered
Number of sessions attended
Length of treatment programme (in months)
Identified goals for therapy
1. Psychoeducation
2. Facilitate development of insight
3. Promote adherence to treatment
4. Reduce symptoms
5. Relapse prevention
-
(tick as appropriate) 
□
D
□
□
□ '
Does intervention offered meet all standards? Yes/No
Is therapist formally trained? Yes/No
Is there a clear rationale to explain why therapy has not been offered in 
line with standard?
Yes/No
Intervention 3
Number of sessions offered
Number of sessions attended
Length of treatment programme (in months)
Identified goals for therapy
1. Psychoeducation
2. Facilitate development of insight
3. Promote adherence to treatment
4. Reduce symptoms
Does intervention offered meet all standards?
Is therapist formally trained?
Is there a clear rationale to explain why therapy has not been offered in 
line with standard?
(tick as appropriate) □□□□D
Yes/No
Yes/No
Yes/No
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Family therapy:
Offered Yes/No Accepted Yes/No
Number of interventions offered I |
Brief description of intervention^ offered Date offered
1.
2.
Intervention 1
Number of sessions offered
Number of sessions attended
Length of treatment programme (in months)
Is  all the immediate family included Yes/No
Identified goals for therapy
1. Psychoeducation
2. Coping strategies for psychosis related behaviours
3. Exploration of communication styles
4. Relationship difficulties
5. Relapse prevention
(tick as appropriate) 
□
□
D
□
D
Does intervention offered meet all standards? Yes/No
Is  therapist formally trained? Yes/No
Is  there a clear rationale to explain why therapy has not been 
offered in line with standard?
Yes/No
Intervention 2
Number of sessions offered
Number of sessions attended
Length of treatment programme (in months)
Is  all the immediate family included Yes/No
Identified goals for therapy
1. Psychoeducation
2. Coping strategies for psychosis related behaviours
3. Exploration of communication styles
4. Relationship difficulties
5. Relapse prevention
(tick as appropriate) 
□
D
D
□
□
Does intervention offered meet all standards? Yes/No
Is therapist formally trained? Yes/No
Is there a clear rationale to explain why therapy has not been 
offered in line with standard?
Yes/No
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Group therapy:
Offered Yes/No
Number of interventions offered
Accepted Yes/No
Brief description of intervention^) offered Date offered
1-
2.
_3.
Intervention 1
Identified goals for therapy:
1. Psychoeducation
2. Promotion of recovery (coping strategies)
3. Focus on relationships
4. Relapse prevention
Does intervention offered meet ell standards?
Is  therapist formally trained?
Is  there a clear rationale to explain why therapy has not been 
offered in line with standard?
Intervention 2 
Identified goals for therapy:
1. Psychoeducation
2. Promotion of recovery (coping strategies)
3. Focus on relationships
4. Relapse prevention
Does intervention offered meet all standards?
Is  therapist formally trained?
Is  there a clear rationale to explain why therapy has not been 
offered in line with standard?
Intervention 3 
Identified goals for therapy:
1. Psychoeducation
2. Promotion of recovery (coping strategies)
3. Focus on relationships
4. Relapse prevention
Does intervention offered meet all standards?
Is  therapist formally trained?
Is  there a clear rationale to explain why therapy has not been \  
offered in line with standard?
Is there anything you would have liked to offer this client that 
wasn't available? I f  yes, what?
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
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Appendix F: Sample Completed Audit Record Sheet
AUDIT 2: Form A
Date form completed
Client Identifier Code
Age
Gender
Ethnic origin
Inclusion criteria
Under care of L'head CMHT during Oct 2002 
Is  client between age of 14-40
Date of onset of 1st episode (to fall between Oct 99 -  Oct 02) 
Onset defined by (code)
Recognition of onset of acute psychosis 
Report from psychiatrist stating client has 
experienced psychosis
Presence of positive psychotic symptom (need 1)
1. Hearing voices
2. Visual hallucinations
3. Delusional ideas
4. Bizarre ideas or behaviours?
5. Thought disorder
Impairment in social and/or occupational functioning
Prodromal factors of particular concern
1. Loss of energy or motivation
2. Client perception that things around them have changed
3. Belief that thoughts have speeded up/slowed down
4. Deterioration in work or study
5. Withdrawal and loss of interest in socialising
6. Emerging unusual beliefs
Presence of dual diagnosis 
Is  yes, which?
c»?/ • Ob)-O 3
1
aa-a -w7~7
(Mafe/female ~
i/OH-tie /âëxnsti
(feVNc
(2^ /Nc
Q.S(-2.000
(tick as appropriate) 
□
(tick as appropriate) 
□□
’jF
□
/eVNo
(tick as appropriate)
i□□□
Yes/fjo)
On psychotrophic medication 
Is  so, which?
Admitted to hospital in past 3 years 
I f  yes, how many admissions 
Date of referral to team 
Date of initial assessment by team 
Care coordinator
OLflcN2Æ f>(rte.
<$èh/No
e^^ /No
SO'10-00
R  'O/.OI
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Other interventions offered that fall outside the guidelines
Pre-onset Post-onset
f2ejLcO<=Cx>lCKA- G tv<20p  CCS
CX/tA U V p C v K j^ M z ,
Support with education and/or employment:
Offered (^ /N o  Accepted
Number of interventions offered I / I
Brief description of intervention^^ offered Date offered
i. 5VTU  l o O l - ( (  - O f
2. 1
3.
Intervention 1
Number of sessions offered
Number of sessions attended
Does intervention offered meet all standards? Yes/No
Is  there a clear rationale to explain why intervention has not been 
offered in line with standard?
Yes/No
Intervention 2
Number of sessions offered
Number of sessions attended
Does intervention offered meet all standards? Yes/No
Is  there a clear rationale to explain why intervention has not been 
offered in line with standard? \
Yes/No
Intervention 3
Number of sessions offered
Number of sessions attended
Does intervention offered meet all standards? Yes/No
Is  there a clear rationale to explain why intervention has not been 
offered in line with standard?
Yes/No
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Individual therapy (CBT):
Offered Yes/^o) Accepted Yes/No
Number of interventions offered F I
Brief description of intervention^) offered Date offered
1.
2.
3.
Intervention 1
Number of sessions offered
Number of sessions attended
Length of treatment programme (in months)
Identified goals for therapy
1. Psychoeducation
2. Facilitate development of insight
3. Promote adherence to treatment
4. Reduce symptoms
5. Relapse prevention
(tick as appropriate) 
□  
a  
□
□
□
Does intervention offered meet all standards? Yes/No
Is therapist formally trained? Yes/No
Is there a clear rationale to explain why therapy has not been offered in 
line with standard?
Yes^ No^
Intervention 2
Number of sessions offered
Number of sessions attended
Length of treatment programme (in months)
Identified goals for therapy
1. Psychoeducation
2. Facilitate development of insight
3. Promote adherence to treatment
4. Reduce symptoms
5. Relapse prevention
(tick as appropriate) 
□
□
□
□
□
Does intervention offered meet all standards? Yes/No
Is therapist formally trained? Yes/No
Is there a clear rationale to explain why therapy has not been offered in 
line with standard?
Yes/No
Intervention 3
Number of sessions offered
Number of sessions attended
Length of treatment programme (in months)
Identified goals for therapy
1. Psychoeducation ,
2. Facilitate development of insight \
3. Promote adherence to treatment J
4. Reduce symptoms • /
5. Relapse prevention
(tick as appropriate) 
□
□
□
□
□
Does intervention offered meet all standards? Yes/No
Is therapist formally trained? Yes/No
Is there a clear rationale to explain why therapy has not been offered in 
line with standard?
Yes/No
Appendix F: Cont’d
Family therapy:
Offered (^es/No
Number of interventions offered
Accepted
ZTJ
Yes/No
Brief description of intervention^) offered Date offered
J i  FàzfV V V L^ T K ç j t a  r>A I5 ~• Ofo • 0,2
2. ‘ J
Intervention 1
Number of sessions offered
Number of sessions attended
Length of treatment programme (in months)
Is  all the immediate family included Yes/No
Identified goals for therapy
1. Psychoeducation
2. Coping strategies for psychosis related behaviours
3. Exploration of communication styles
4. Relationship difficulties
5. Relapse prevention
(tick as appropriate) 
□
□
□
□
□
Does intervention offered meet all standards? Yes/No
Is  therapist formally trained? Yes/No
Is  there a clear rationale to explain why therapy has not been 
offered in line with standard?
Yes/No
Intervention 2
Number of sessions offered
Number of sessions attended
Length of treatment programme (in months)
Is  all the immediate family included Yes/No
Identified goals for therapy
1. Psychoeducation
2. Coping strategies for psychosis related behaviours
3. Exploration of communication styles
4. Relationship difficulties
5. Relapse prevention
(tick as appropriate) 
□
□
□
□
D
Does intervention offered meet all standards? Yes/No
Is  therapist formally trained? Yes/No
Is  there a clear rationale to explain why therapy has not been 
offered in line with standard? \
Yes/No
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Group therapy:
Offered VesMo) Accepted Yes/No
Number of interventions offered [ |
Brief description of intervention(s) offered Date offered
1.
2.
3.
Intervention 1
Identified goals for therapy:
1. Psychoeducation
2. Promotion of recovery (coping strategies)
3. Focus on relationships
4. Relapse prevention
Does intervention offered meet all standards? Yes/No
Is therapist formally trained? Yes/No
Is  there a clear rationale to explain why therapy has not been 
offered in line with standard?
Yes/^c^
Intervention 2
Identified goals for therapy:
1. Psychoeducation
2. Promotion of recovery (coping strategies)
3. Focus on relationships
4. Relapse prevention
Does intervention offered meet all standards? Yes/No
Is therapist formally trained? Yes/No
Is  there a clear rationale to explain why therapy has not been 
offered in line with standard?
Yes/No
Intervention 3
Identified goals for therapy:
1. Psychoeducation
2. Promotion of recovery (coping strategies)
3. Focus on relationships
4. Relapse prevention
Does intervention offered meet all standards? \ Yes/No
Is  therapist formally trained? Ves/No
Is there a clear rationale to explain why therapy has not been 
offered in line with standard?
Yes/No
Is  there anything you would have liked to offer this "client that 
wasn't available? I f  yes, what?
Yes/jfto
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RESEARCH LOG CHECKLIST
1 Formulating and testing hypotheses and research questions ✓
2 Carrying out a structured literature search using information 
technology and literature search tools
y
3 Critically reviewing relevant literature and evaluating research 
methods
y
4 Formulating specific research questions y
5 Writing brief research proposals y
6 Writing detailed research proposals/protocols y
7 Considering issues related to ethical practice in research, including 
issues of diversity, and structuring plans accordingly
8 Obtaining approval from a research ethics committee ✓
9 Obtaining appropriate supervision for research z
10 Obtaining appropriate collaboration for research z
11 Collecting data from research participants z
12 Choosing appropriate design for research questions z
13 Writing patient information and consent forms z
14 Devising and administering questionnaires z
15 Negotiating access to study participants in applied NHS settings □
16 Setting up a data file z
17 Conducting statistical data analysis using SPSS z
18 Choosing appropriate statistical analyses z
19 Preparing quantitative data for analysis z
20 Choosing appropriate quantitative data analysis z
21 Summarising results in figures and tables z
22 Conducting semi-structured interviews z
23 Transcribing and analysing interview data using qualitative methods z
24 Choosing appropriate qualitative analyses z
25 Interpreting results from quantitative and qualitative data analysis z
26 Presenting research findings in a variety of contexts z
27 Producing a written report on a research project z
28 Defending own research decisions and analyses z
29 Submitting research reports for publication in peer-reviewed journals 
or edited book
□
30 Applying research findings to clinical practice z
146
MAJOR RESEARCH PROJECT
Risk Communication in the Primary Prevention of Coronary Heart 
Disease: Does Presentation Matter?
November 2006
Year 3
147
ACKNOWLEDGEMENTS
I would like to express my thanks and unlimited gratitude to my supervisor 
Vicky Senior for her support, guidance and unwavering patience throughout 
the course of this study. I would also like to thank my partner Mark, who has 
supported me so much and who took such an interest in this research. To all 
those family members and friends who stepped in to help look after our 
daughter, Jemima, when the going got tough, we thank them too.
And special thanks to all the participants who gave their time and showed 
interest in the project, without whom this would not have been possible.
This project is dedicated to my father, who's heart is not what it was.
148
CONTENTS
Page
1. Abstract 151-152
2. Introduction 153
2.1 Coronary Heart Disease 153-156
2.2 Risk Communication 156-157
2.3 Can Risk Communication Improve Health? 157-159
2.4 Models of Health Psychology 159-165
2.5 Evidence of Bias in Decision Making 165-168
2.6 Risk Communication Formats 168-175
2.7 Limitations of Research in Risk Communication 175-176
2.8 Research using Non-Clinical Participants 176-177
2.9 Purpose of this Study 177-178
2.10 Hypotheses 178
3. Method 179
3.1 Participants 179-180
3.2 Design 180-182
3.3 Measures 182-186
3.4 Procedure 186-187
3.5 Ethical Considerations 187
4. Results 188
4.1 Management of the Dataset 188-189
4.2 Main Results 189-204
5. Discussion 205
5.1 Discussion of Results 205-212
5.2 Limitations of the Current Study 212-213
5.3 Implications for Clinical Practice 214
5.4 Contribution to Clinical Psychology 214-215
6. References 216-224
149
7. Appendices
A: Risk Charts for Experimental Conditions 225-226
B: Interventions Scripts 227
C: Positive and Negative Affect Scale 228
D: Information Sheet 229
E: Consent Form 230
F: Full Set of Materials for Participation in the Absolute Risk 231-245
plus Lifestyle Intervention Condition 
G: Letter from Ethical Committee granting Ethical Approval 246-247
H: Bivariate Correlations between Key Constructs and 248-249
Behavioural Intentions
150
1. ABSTRACT
Objective
This research explored how people respond to information about risk of 
developing coronary heart disease (CHD). Understanding of the best way to 
present such information, to promote health, is scarce. The objective of the 
current study was to explore the impact of risk information for CHD when 
presented in a number of different ways. How this information impacts on 
participant’s behavioural intentions was also explored.
Method
The study, conducted in a non-clinical setting, adopted a 2 x 3 between 
subjects factorial design involving two independent variables. Firstly, risk 
estimates were presented in three ways: absolute risk of disease in the next 
ten years, relative risk of disease in the next ten years and absolute risk of 
disease in the next ten years plus lifetime risk. Secondly, two types of 
information about specific interventions were presented. Healthy volunteers 
(n=199) took part in the study, which involved a hypothetical risk 
communication scenario. Response to risk information was measured in 
terms of emotional, cognitive and behavioural factors.
Results
Presenting risk information in different ways and providing information about 
different interventions had no differential impact on emotional and cognitive 
factors. Participants who were presented with a greater quantity of 
information had difficulty understanding and/or retaining this information 
compared to those who received less information. How much participants 
valued their health, efficacy beliefs and negative affect following risk 
communication were found to be important factors associated with 
behavioural intentions.
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Conclusions
Response to CHD risk information will not differ according to the way risk is 
presented although further research using a clinical sample is required. Value 
placed on health, efficacy beliefs and negative affect predict behavioural 
intentions and intentions to act in the short-term are also moderated by age 
and current risky behaviour. The amount of information shared with patients 
should be carefully considered to maximize both understanding and informed 
decision making.
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2. INTRODUCTION
The development of algorithms to estimate a person’s chance of 
developing a disease has led to the increased use of risk 
communication to prevent disease. Personalised risk estimates 
have been presented to individuals as a means to promote health 
via their impact on behaviour. While evidence is growing to 
suggest that such interventions are effective, the best way to 
present such probabilistic information is still unclear. The purpose 
of this study is to explore a number of the different ways in which 
risk can be presented in order to explore the impact of this 
information on individual’s affect, perceptions and behavioural 
intentions. The study involves healthy participants to develop and 
test hypotheses prior to research with clinical samples. The 
disease in question is coronary heart disease.
2.1 Coronary Heart Disease
Coronary heart disease (CHD) is the term used to describe the gradual 
narrowing of coronary arteries that supply blood and oxygen to the heart 
muscle. Such a narrowing in the arteries can produce pain and 
breathlessness. However, if a blood clot forms in a narrowed artery, the 
artery can suddenly become blocked, causing a heart attack or myocardial 
infarction. This can result in damage to the heart muscle and, in a significant 
number of cases, death. In fact, CHD is the leading cause of premature death 
in the UK, with a total of more than 117,000 deaths per year (British Heart 
Foundation, 2004). In addition, approximately 2.7 million people in the UK are 
living with the condition (British Heart Foundation, 2004).
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In terms of aetiology, the British Heart Foundation (2003a) describe CHD as
‘a multi-factorial, polygenic disorder, caused by interactions between 
lifestyle, the environment and the effects of variations in the sequence 
of a number of genes’.
A number of risk factors for CHD have been identified, some of which can be 
modified.
2.1.1 Modifiable Risk Factors for CHD
The predominant lifestyle factors associated with CHD are smoking, excess 
weight or obesity, a diet high in saturated fats and salt and low levels of 
physical activity (British Heart Foundation, 2002). Smoking is responsible for 
approximately 30% of cases of heart disease (Bennett, 2000) and people who 
smoke cigarettes are twice as likely to develop CHD at some point during their 
lifetime compared to non-smokers (British Heart Foundation, 2001).
The predominant biological factors for CHD are elevated levels of blood 
pressure, total cholesterol and LDL cholesterol. There is evidence to support 
a linear relationship between LDL cholesterol and heart disease, leaving 
individuals with high cholesterol up to three and a half times more likely to 
develop CHD than individuals with low cholesterol (Neaton et al. 1992). A 12 
year prospective study, involving 2489 men and 2856 women aged between 
30 and 74 years found that 27% of CHD in males and 34% of CHD in females 
was associated with elevated levels of total cholesterol (Wilson et al. 1998). 
Importantly, blood pressure and cholesterol are greatly influenced by lifestyle, 
with the most frequently used method of control being diet (Bennett, 2000).
Other lifestyle and environmental factors associated with CHD include 
patterns of employment and socio-economic status. Working women with 
three or more children have been found to be more likely to suffer CHD 
compared to those without children (Haynes & Feinleib, 1980) and heart
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disease has been associated with increased work strain for both men and 
women (Alfredsson et al. 1985; as cited in Bennett, 2000). While there has 
been a large reduction in deaths among professional males this has not been 
the case in men employed in unskilled jobs, resulting in a steep social class 
gradient for CHD (National Service Framework for CHD, DoH, 2000). In a 17- 
year prospective study based on 5249 men in Copenhagen, Hein et al. (1992) 
found that men from the lowest social class were three and a half times more 
likely to develop heart disease than men in the highest social class and that 
this could not be accounted for by differences in smoking habits. One 
explanation for this may be related to the poorer diets in people from poorer 
economic backgrounds (National Service Framework for CHD, DoH, 2000).
Additional modifiable risk factors for developing CHD include habitual 
excessive alcohol intake (Department of Health, 1995; as cited in Bennett, 
2000) and depression (British Heart Foundation, 2005).
2.1.2 Uncontrollable Risk Factors for CHD
Risk factors for CHD that cannot be modified include family history, gender 
and ethnicity. A 36-year prospective twin study involving 20,966 participants 
found that a family history of CHD was associated with a 75% increase in 
CHD risk for men and an 84% increase in women (Zdravkovic et al. 2002).
Gender differences have been found in rates of premature death from CHD, 
being lower in females (13%) compared to males (22%) (British Heart 
Foundation, 2004). This appears to be due to oestrogen, which delays the 
onset of heart disease in women by its positive effect on cholesterol (British 
Heart Foundation, 2003b). Unfortunately, falls in oestrogen following the 
menopause have been linked to increases in cholesterol and CHD (British 
Heart Foundation, 2003b). Additional gender differences include differences 
in the levels of physical activity, which show a sharp decline in girls after the 
age of 8 or 9 years (British Heart Foundation, 2003b).
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Rates of CHD for British men originating from the Indian sub-continent are 
40% higher than the national average. For females the figure is as high as 
51% (British Heart Foundation, 2000). While much is still unknown about why 
individuals from the Indian sub-continent should be so susceptible to CHD a 
number of explanations have been suggested. These include low levels of 
the protective HDL cholesterol, higher incidence of diabetes and lower levels 
of exercise. Genetic differences have also been proposed but are, as yet, 
unknown. Other specific risk factors, such as the use of ghee in cooking oils, 
racism and lipid abnormalities have also been proposed (British Heart 
Foundation, 2000).
While it is not possible to alter uncontrollable factors associated with CHD, 
lifestyle factors can be modified and it is possible for individuals to reduce 
their risk of CHD. Accordingly, prevention is now a key government objective 
(National Service Framework for CHD, DoH, 2000) and one method in use to 
meet such an objective is risk communication. Risk communication can take 
the form of conveying risk specifically tailored to an individual, as may be the 
case in medical consultations and more general risk communication, such as 
media campaigns. For the purposes of this discussion risk communication 
will relate to individually tailored risk communications, which have been found 
to be more effective than communications that focussed more generally on 
risk factors (Edwards et al. 2000). In this review of 82 studies, 19 of which 
related to CHD, the effect size of risk communication using individualised risk 
estimates was, on average, 0.15 larger than in studies that did not use 
individualised risk estimates.
2.2 Risk Communication
Effective communication of risks is essential in order to ensure that user 
involvement is genuine and sufficient to allow for informed decision-making 
and health promotion (Ley, 1997). Risk Communication involves conveying 
information to individuals about the risk of developing a disease and/or the 
risks and benefits associated with a particular course of action or inaction. As
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such, risk communication is more than just a communication of numerical 
information and it is the job of the medical practitioner to communicate large 
amounts of information in a way that can be understood and that will facilitate 
behaviour change and informed decision making.
To assist the medical practitioner in this task a number of tools have now 
been developed, including risk charts, tables and computer programs 
(Bennett, 2000). The algorithms on which risk estimates from these tools are 
based have been developed using epidemiological data from large-scale 
prospective studies. In the case of CHD, estimates are based on data from 
the Framingham studies (Anderson et al. 1990). Framingham is a town in the 
United States, the residents of which continue to take part in a large-scale 
cohort study, which began in 1948. To date, three generations of residents 
have been recruited to the study, which aims to identify the major risk factors 
for cardiovascular disease (www.framingham.com).
One such tool is a computer programme, in use at University College Hospital 
in London (Hingorani & Vallance, 1999). This clinic based computer 
programme is able to estimate an individual’s risk of CHD based on personal 
risk factor information. The programme allows individuals to view, in graphic 
form, their risk of developing CHD in the next ten years as well as in their 
lifetime. They are also able to compare their ten-year risk with the average 
10-year risk for people of a similar age and gender. Modifications to risk 
factors, such as blood pressure and cholesterol can then be made to 
demonstrate how CHD risk could be reduced. The effectiveness of this 
programme in communicating and reducing risk has not been evaluated. The 
present study is a first step in such an evaluation.
2.3 Can risk communication improve health?
There is growing evidence that risk communication interventions in clinical 
settings are effective (e.g. Edwards etal. 2000, 2001, 2003). The OXCHECK 
longitudinal study (OXCHECK Study Group, 1995), conducted in a primary
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care setting, compared health outcomes for 2205 people who had a CHD risk 
assessment with 1916 people in a no intervention control group. When 
followed up 2 to 3 years later the risk communication group had lower 
cholesterol and blood pressure than the control group. While this difference 
was significant for male and female participants, the effect size for male 
participants was small. Indeed, Haq et al. (1995) noted that, the findings of 
the OXCHECK study suggest that, in absolute terms, 11,000 men would need 
to undergo a risk assessment to prevent one coronary death. One of the 
limitations of this study was that participants had varied amounts of follow-up 
depending on their level of risk. Those with higher risk estimates were 
followed up more regularly, making it difficult to draw conclusions about the 
impact of initial risk communication. This highlights one of the difficulties of 
exploring the effectiveness of risk communication in clinical settings, in so 
much as it is difficult to control a number of extraneous variables, such as 
concurrent interventions. Furthermore, participants in the OXCHECK study 
did not receive actual estimates of the probability of developing CHD.
Although the researchers calculated this for the purposes of data analysis, 
this information does not appear to have been shared with participants, who 
only received personalised information about risk factors.
A review by Edwards et al. (2000), including 19 studies relating to CHD, 
concluded that risk communication interventions lead to beneficial effects, in 
terms of risk reducing behavioural change. However, effect sizes were small, 
with studies generally producing effects of between d = 0.1 and 0.2.
While risk communication can be an effective method for health promotion, 
the impact appears to be small, particularly in men, suggesting that behaviour 
does not change readily. One explanation for this is that risk communication 
is based on the assumption that individuals will review the information 
presented to them and, as long as it is clear, will make rational and well 
informed choices (Alaszewski & Horlick-Jones, 2003). In contrast, Tversky 
and Kahneman (1974) have argued that human information processing 
capacity is limited so that people under uncertainty do not use systematic
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information processing techniques. Instead judgements are based on a 
series of heuristics that may be erroneous or biased, leading to non-rational 
decisions.
A number of models have been developed in an attempt to explain the 
conditions under which individuals adopt health promoting behaviours.
2.4 Models of Health Psychology
A number of theories have been proposed in an attempt to conceptualise how 
people respond when faced with a threat to their health and to explain why 
this may or may not lead to behaviour change. These include the Health 
Belief Model (Rosenstock, 1966), the Protection Motivation Theory (Maddux & 
Roger, 1983), the Theory of Planned Behaviour (Ajzen, 1988) and the Self 
Regulation Model of Illness Behaviour (Leventhal, Meyer & Nerenz, 1996).
The Health Belief Model (HBM) proposes that health behaviour arises as a 
result of a core set of beliefs relating to a person’s perception of their 
susceptibility to an illness and the severity of an illness, the costs and benefits 
involved in engaging in health promoting behaviour as well as cues to action. 
In a review by Janz & Becker (1984) of 18 prospective studies based on the 
HBM, the constructs contained in the model were found to be significant 
predictors of behaviour. Despite this, the HBM has been criticized for it’s 
failure to include a number of other constructs such as social and emotional 
factors and alternative beliefs relating to outcome expectancies and self- 
efficacy and, in light of this, the theory was later expanded to incorporate 
perceived behavioural control (Becker & Rosenstock, 1987).
The Protection Motivation Theory (PMT) again proposes that health 
behaviours arise as a result of a number of beliefs. Like the HBM, the PMT 
emphasizes the role of beliefs about the perceived susceptibility to and 
severity of an illness. The model also emphasizes the importance of 
emotional factors, such as fear as well as beliefs relating to response
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effectiveness and self-efficacy. As a result, it is a more comprehensive theory 
compared to the HBM, addressing some of the criticisms of the earlier model. 
Furthermore, the PMT proposes an indirect link between such beliefs and 
behaviour; one that is mediated by behavioural intentions, so that beliefs lead 
to behavioural intentions which in turn predict behaviour change. A meta- 
analytic review by Milne, Sheeran & Orbell (2000) found the model to be a 
useful predictor of behaviour. Despite this the reported correlations for the 
model’s constructs were found to be small to medium, suggesting the 
predictive power of the model was limited. Like the HBM the PMT has been 
criticized for its lack of consideration of social and environmental factors. 
Furthermore, both theories propose that behaviour is the result of rational 
information processing involving a systematic appraisal of a given health 
threat and does not, therefore, account for non-rational decision-making.
The Theory of Planned Behaviour (TPB) has attempted to address the 
criticism that earlier models did not allow for non-rational decision-making and 
that they failed to account for social and environmental factors. The TPB 
emphasizes the importance of an individual’s representation of their social 
world. Like the PMT, the model proposes that behaviour is determined by 
behavioural intentions, which are influenced by a number of factors.
According to the TPB these factors include a person’s attitudes towards a 
behaviour including both beliefs about the consequences of behaviour and 
their attitudes towards these consequences. The theory also emphasizes the 
importance of beliefs about the attitudes of important others and an 
individual’s motivation to comply with these. Furthermore, the theory 
elucidates factors associated with perceived behavioural control, such as self- 
efficacy and prior experience. A meta-analytic review of studies based on the 
TPB showed that the model was able to account for 41% of the variance in 
behavioural intentions (Godin & Kok, 1996) and Armitage and Conner (2000) 
argued that the TPB was a superior predictor of behaviour compared to earlier 
models. While the TPB is able to overcome the criticism of earlier models by 
incorporating social and environmental factors and by allowing for non-rational 
decision-making, Weinman and Petrie (1997) argued that the model lacks any
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cognitive or emotional representation of disease threat. Given the degree of 
overlap between models, Armitage and Conner (2000) argued that the models 
could be usefully combined.
The Self-Regulation Model (SRM) differs from the models discussed above by 
moving towards an understanding of how an individual evaluates a threat to 
their health, in terms of the definition and representation of an illness, such as 
coronary heart disease. Emphasis is placed on illness representations, that is 
the attitudes and beliefs an individual holds about a given illness, and the 
impact that these have on behaviour change. According to the SRM the 
representation of an illness can be conceptualized on a number of dimensions 
of threat, such as illness identity, the cause and course of the illness, its 
consequences and whether it can be cured or controlled. It proposes that, 
when faced with a threat to health, as in the case of risk communication, 
individuals will make use of these beliefs to generate coping strategies, 
including behaviour change strategies, in order to reduce both the threat and 
the emotional distress caused by the health threat. For example, Petrie et al. 
(1996) found that attendance at a cardiac rehabilitation course was positively 
related to an individual’s belief that their condition could be cured or 
controlled. The representation of illness as short-lived has also been related 
to patients return to work (Petrie et al. 1996). A recent meta-analytic review 
by Hagger and Orbell (2003) concluded that there were moderate to strong 
relationships between illness cognitions and coping behaviours.
From the theories discussed above, a number of key constructs can be used 
to generate research hypotheses. Table 1 below shows the key constructs 
from the theories discussed and illustrates from which of the health 
psychology models they relate.
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Table 1: Key Constructs from the Models of Health Psychology
Health Belief 
Model
Protection
Motivation
Theory
Theory of 
Planned 
Behaviour
Self
Regulation
Model
Behavioural
Intentions
✓ y
Risk Perceptions / ✓ y
Self-
efficacy/Perceived
Behavioural
Control
✓ y y
Outcome-
efficacy/Treatment
Control
y y y
Affect y y
2.4.1 Behavioural Intentions
It has been argued that the impact of cognitive and emotional factors in the 
prediction of health behaviour are themselves mediated by behavioural 
intentions (Weinstein, 1993). The concept of behavioural intentions as a 
mediator arose following criticisms that the other factors in combination were 
only able to account for some of the variance in behaviour. For example, 
Zimmerman and Vernberg (1994) reported that risk perceptions, efficacy 
beliefs and emotional states were able to account for between 24% and 34% 
of the variance in behaviour, suggesting that other factors were also involved. 
A meta-analysis conducted by Godin and Kok (1996) demonstrated that 
behavioural intentions were a good predictor of behaviours such as quitting 
smoking and exercise, accounting for up to 41% of the variance in behaviour. 
This leads to the hypothesis that behavioural intentions will be a good 
indicator of behaviour and can therefore be used as an outcome measure 
when measuring changes in actual behaviour is not possible. For the 
purposes of the current study behavioural intentions will, therefore, be used
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as an indirect measure of behaviour following risk communication for coronary 
heart disease.
2.4.2 Risk Perceptions
It has been widely theorised that the more a message is able to increase 
perceptions of risk the more motivated an individual will be to take appropriate 
action to reduce that risk (Aspinwall, 1999). Perception of risk has been 
included in a number of the models of health psychology, which emphasise 
the importance of an individual’s perception of how susceptible they are to an 
illness and how severe they consider the illness to be. Reviews by Janz and 
Becker (1984) and Zimmerman and Vernberg (1994) have found that beliefs 
relating to perceptions of risk are significant predictors of behaviour. Janz and 
Becker (1984) reviewed 18 prospective studies and found that 82% reported 
risk perceptions as a significant predictor of behaviour, although the size of 
the relationship was not reported. However, Gerrard et ai. (1999) argued that 
this motivational hypothesis only held true when the behaviour required to 
reduce risk was relatively easy, such as getting an immunization. In a further 
review by Van der Pligt (1998) the author concluded that risk perceptions 
were necessary but not sufficient in themselves to lead to behaviour change.
While perceived risk is not a construct included in all models of health 
psychology, it was considered to be a key construct for the current study 
given that participants would be receiving risk messages that were designed 
to convey high risk of coronary heart disease. The research discussed above 
leads to the hypothesis that risk communication will lead to increases in 
perceived risk, which in turn, will lead to greater behavioural intentions.
2.4.3 Efficacy Beliefs
Self-efficacy is the belief that one can successfully perform a specified 
behaviour (Bandura, 1986). One such example would be the belief one holds 
about their ability to give up smoking. Those who believe they will succeed at
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a task are more likely to have an intention to act (Abraham & Sheeran, 1997). 
A study, comparing models of health behaviour, by Garcia and Mann (2003), 
based on 120 female undergraduate students, found that models that 
included self-efficacy had greater predictive power than those that did not. 
Self-efficacy alone was able to account for 20% of the variance in participant’s 
intentions to engage in breast self-examination. This leads to the hypothesis 
that greater self-efficacy will lead to greater behavioural intentions following 
risk communication.
Outcome-efficacy or outcome expectancies (Bandura, 1986), the belief that 
following a course of action will lead to the expected outcome has also 
gathered support. For example, Bennett et al. (1999) found that outcome- 
efficacy beliefs were able to predict exercise frequency following myocardial 
infarction, explaining 10% of the variance in behaviour. However, significant 
associations with other behaviours such as alcohol consumption and smoking 
were not observed. In terms of CHD prevention, Schwarzer and Fuch (1995) 
found that, based on 800 healthy participants aged between 18 and 70 years, 
positive outcome expectancies were significantly correlated with healthy 
eating behaviour at 6-month follow-up, leading to the hypothesis that greater 
behavioural intentions will be predicted by increases in outcome-efficacy. 
Despite this, Schwarzer and Fuch (1995) concluded that outcome efficacy 
was a relatively weak predictor of behaviour, explaining 3.6% of the variance 
and one explanation for this may be the complexity of the behaviour in 
question. As Bennett et al. (1999) found, outcome efficacy and its association 
with behaviour differs according to the nature of the behaviour, with lower 
outcome efficacy associated with more complex behaviours. This leads to the 
hypothesis that outcome efficacy for complex lifestyle changes is likely to be 
lower than outcome efficacy for behaviour related to medical interventions, 
such as taking medication, which could be considered as less complex. It is 
interesting that efficacy beliefs do not appear to have been explored in risk 
communication studies to date and, for this reason, it was considered a 
valuable area to explore.
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2.4.4 Affective States
As well as emphasising the role of beliefs in the adoption of health 
behaviours, some models of health psychology have also included emotional 
factors. Maddux and Rogers (1983), in the discussion of their Protection 
Motivation Theory, proposed that fear serves to motivate people to change 
their behaviour. Studies exploring the impact of distress on behavioural 
outcomes have been largely in the area of mammography screening and have 
found mixed results (Cameron, 1996). One explanation for different results is 
the possibility that some people manage their distress by the use of 
avoidance, which might lead to the inhibition of behaviour. Given that the 
behavioural outcome of mammography screening studies is generally uptake 
of screening, which might lead to bad news, it is difficult to compare these 
studies to the field of CHD where the behavioural outcomes, such as giving 
up smoking, have predominantly positive benefits. Edwards ef al. (2003) 
argued that more studies are required to evaluate the emotional impact of risk 
communication and for this reason a measure of negative affect was included 
in the current study, despite the fact that affect is not a construct common to 
all the models discussed. It was hypothesized that greater negative affect 
following risk communication would lead to greater behavioural intentions.
In addition to the models of health psychology discussed, a number of studies 
have demonstrated evidence that individuals are susceptible to cognitive 
biases in information processing that may influence the impact of risk 
communication messages.
2.5 Evidence of Bias in Decision Making
The work of Tversky and Kahneman (1974) highlights how judgements can 
become biased under conditions of uncertainty. These authors argued that 
individuals are likely to ‘reduce the complex task of assessing probabilities to 
simpler judgemental operations’. Although this strategy could be considered 
quite useful in principal, the resulting heuristics can also lead to errors.
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In terms of risk communication a number of the heuristics proposed by 
Tversky and Kahneman (1974) appear relevant, namely the 
representativeness heuristic and the availability heuristic. The use of the 
representativeness heuristic during a risk communication for CHD would lead 
individuals to evaluate how representative they considered themselves to be 
of people who have CHD. The less representative they consider themselves 
the more likely they will neglect the probabilities presented. This may be 
particularly apparent in young people who may not view themselves as similar 
to people with CHD. In addition, Tversky and Kahneman (1974) argued that 
people assess the probability of an event occurring by the ease with which 
instances of similar events can be brought to mind, that is how available they 
are. In the case of CHD the perception of likelihood will be influenced by the 
ease with which it is possible to bring to mind other similar people who have 
got CHD. So, for example, a person who knows a lot of others with CHD, as 
may be the case where there is a family history of the disease, is likely to view 
their probability of developing CHD as higher compared to someone who 
does not know anyone with CHD.
The work of Tversky and Kahneman (1974), therefore, provides a useful 
framework for the subjective interpretation of probability. However, it is not 
able to explain other factors argued to be influential in the presentation of risk 
information. Alaszewski and Horlick-Jones (2003) have argued that other 
important considerations include the source of the health threat, such as 
medical professionals, and how trustworthy this source is considered to be.
Evidence to support biases in judgements and decision making come from a 
number of studies. Hunt et al. (2000) found that people who had a family 
history of heart disease, and who could therefore retrieve instances of people 
with CHD very easily, were likely to overestimate their risk. It could, however, 
be argued that this bias was not so much evidence of the use of an availability 
heuristic rather than other factors, such as elevated risk perceptions as a
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result of fulfilling the criteria for one of the known risk factors over which they 
had no control.
Other biases have also been demonstrated including a biased appraisal of 
threat. Weinstein (1984,1987) demonstrated that people perceive their 
individual risk of disease as lower than average, Eiser et al. (1979) found that 
smokers were less likely to agree that smoking was dangerous compared to 
non-smokers and Croyle (1990) found that subjects given false feedback that 
their blood pressure was high rated high blood pressure as less serious than 
those who were told their blood pressure was low. Such biases have been 
interpreted as evidence of psychological minimisation (Lazarus, 1983) or 
defensive responses (Gerrard et al. 1999) and may go some way to explain 
some of the variance in behaviour that cannot be explained by the models of 
health psychology. Despite these biases, Gerrard et al. (1999) argued that 
individual’s estimates of risk do reflect some awareness of likely risk and 
suggest that this is due to a perception of relative rather than personal risk 
associated with a given behaviour, leading to the hypothesis that relative risk 
information will be more effective than personal risk information by its ability to 
counter biases in decision making.
Evidence also suggests that, when presented with threatening risk 
information, individuals have a tendency to question the validity of the test. In 
a study by Croyle et al. (1993) college students who were told they had high 
cholesterol rated the test as less accurate than those who were told their 
cholesterol was in the normal range. Participants in the high cholesterol 
group also rated the prevalence of high cholesterol as higher than those with 
normal cholesterol, a bias known as false consensus.
Croyle et al. (1997) found that errors in the recall of information relating to 
cholesterol showed evidence of a memory bias. Individuals were more likely 
to recall their cholesterol as lower than it actually was and this bias was 
greatest in people told they had high levels of cholesterol. Understanding of 
risk information is also key to accurate risk perception, although such
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understanding has rarely been explored (Godolphin, 2003). In a study be Ley 
(1997) as many as 50% of people reported that they had not fully understood 
the information presented to them.
Given that individuals are prone to bias in the interpretation of information 
under conditions of uncertainly, particularly the assessment of probability, a 
number of studies have been conducted to explore the optimal way to present 
probability during the communication of risk.
2.6 Risk Communication Formats
Risk communication involves the need to convey statistical probability. There 
are an increasing number of ways in which this can be done. These include 
differences in the numerical or descriptive expression of probability, the use of 
visual aids such as bar charts, the way risk is framed and the amount of 
information that is conveyed. Presentation of risk may also differ according to 
the reference class used to calculate probability as well as the timescale in 
which risk is considered.
2.6.1 Numerical/Descriptive Expression of Probability
Probability can be presented in a number of different ways including 
percentages (e.g. 2%), frequencies (e.g. 1 in 50) or descriptive categories 
(e.g. low risk). Gigerenzer and Edwards (2003) suggest that a number of 
commonly used methods may be confusing, particularly the use of 
percentages. Indeed, Gigerenzer (2002) reported on a number of studies, 
including studies relating to risk communication, all of which found that natural 
frequencies lead to more accurate perceptions of risk than percentages. One 
such study conducted by Hoffrage and Gigerenzer (1998) found that, out of 
48 physicians presented with information relating to four different medical 
scenarios, accurate judgements were made in only 10% of scenarios when 
the information was presented using probabilities. When the same
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information was presented using natural frequencies, accurate judgements 
increased to 46%.
Importantly, the studies discussed by Gigerenzer (2002) predominantly 
involved the use of complex likelihood information, an example of which might 
be:
the prevalence of disease X  was 0.3%, the sensitivity of the 
test was 50% and the false positive rate was 3%. What is 
the probability that someone who tests positive actually has 
disease X.
Clearly this is a more complex expression of probability than information such 
as
“You have a 10% risk of developing disease X  compared to 
an average population risk of 5%”.
In a subsequent study by French et al. (2004) the use of frequency formats 
and percentages for simple likelihood information was compared. Based on a 
sample of 970 healthy volunteers, aged between 40 and 60 years, the authors 
found no significant difference between the impact of the different formats.
The study concluded that individuals are as able to make use of percentages 
as they are frequency formats, providing the information is relatively simple. 
When information becomes more complex it would seen that the benefits of 
frequency formats over percentages emerge. Given that the risk estimates 
used in the current study involved relatively simple expressions of probability, 
it was felt that the use of a percentage format was appropriate. In addition, 
this reflects what is currently used in the clinical practice (Hingorani & 
Vallance, 1999)
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2.6.2 Visual Aids
A number of authors have advocated presenting numerical information in a 
visual format, such as bar charts (e.g. Edwards et al. 2002). For example, in 
a series of studies, based on non-clinical participants, Stone etal. (1997) 
found that presenting risk in both a numerical and visual format led to a 
greater understanding of information and risk aversive behaviour compared to 
a numerical format alone. However, the effect size found in this study was 
small (0.21) and the risk presented was not related to risk of disease but to 
hypothetical risks from a bleach product, a toothpaste and risk of injury due to 
a punctured car tyre. A more recent study of 970 healthy adults, aged 40 to 
60 years, based on risk communication for a potential cardiac event, found no 
benefit of adding visually represented information to numerical information 
(French et al. 2004). For the purposes of the current study, both numerical 
and visually presented information was used, again because this reflects 
current clinical practice in the field.
2.6.3 Amount of Information
Although this has not been investigated widely, there is some evidence that 
more detailed communication of individualised risk leads to fewer changes in 
behaviour than less detailed information (Edwards et al. 2003). Ley (1997) 
also found that the more information given during a risk communication the 
less likely it was to be retained. A review, based on risk communication in 
clinical settings, by Edwards etal. (2001) found that, providing more 
information leads to improved patient knowledge, providing the information 
presented is clear and understandable. They authors did note, however, that 
this increased knowledge led to greater wariness to take up treatments, 
although this may have been as a result of improved decision making. 
Increased amounts of information may, therefore, lead to lower levels of 
understanding or may lead to improved knowledge and decision-making. The 
information to be presented in the course of the current study varied in 
amount.
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2.6.4 Type of Risk
The way risk is calculated can also vary, including absolute and relative 
estimates of risk. Absolute, that is personal risk, relates to the risk of disease 
in a given timeframe, for example:
you have a 10% probability of developing CHD in the next ten years
Relative or social comparison risk, conveys risk of disease, in a given 
timeframe, compared to a specific reference class, such as people of the 
same age and gender, thereby placing risk in a context, for example:
you have a 10% risk of developing CHD in the next ten years
compared to the average risk of 3% for people who are of a
similar age and gender
Edwards et al. (2002) argued that the use of a comparative frame of reference 
made it easier to judge level of risk. Buunk and Gibbons (1997) have 
reported that it has been repeatedly demonstrated that people are influenced 
by relative risk information. This is supported by a series of studies by Klein 
(1997) based on 138 healthy undergraduate students. Klein demonstrated 
that the impact of relative risk information was greater than absolute risk 
information using hypothetical risk for a fictitious disease. Relative risk 
information in this setting had a greater impact on emotions, intentions and 
behaviour than absolute risk information. Klein (1997) also demonstrated a 
difference between the impact of different levels of relative risk. For example, 
favourable relative risk information was more influential than unfavourable 
relative risk information, which had no discernible impact. While the author 
concluded that absolute risk information had no impact on outcome at all it is 
important to note that all participants in this study received both absolute and 
relative risk information and it is unclear what the impact of absolute risk 
information alone would have been.
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A different study by Harris et al. (2002) based on health risks of dietary fat 
intake the authors found that it was absolute risk rather than relative risk 
information that influenced outcome. In an additional study by the authors, 
using the fictitious disease vignettes employed by Klein (1997), the findings 
showed no significant differences between absolute and relative risk 
information. The authors did, however, observe an interaction between level 
of risk and type of risk information, with relative risk producing a greater effect 
in those individuals with a low level of personal risk, a finding that has been 
supported by subsequent studies (Fair et al. 2004).
An important limitation of Klein’s (1997) and Harris et al. (2002) studies is that 
they used vignettes based on a fictitious disease. As a consequence, the 
illness representations held by individuals in these studies were likely to be 
poorly defined. Furthermore, the participants in Klein’s (1997) studies were 
students who are generally young and in good health.
In a more recent study by French et al. (2004), based on healthy adults aged 
40 to 60 years, the authors found that both absolute and relative risk 
information influenced perceptions of risk, provided the information was 
clearly presented. They noted, however, that favourable relative risk was 
more influential and unfavourable relative risk had the same impact as 
absolute risk alone. However, in a study by Fair et al. (2004), based on 880 
healthy participants, aged 30 to 70 years, receiving risk information about 
CHD, the authors found a small to medium effect suggesting that the impact 
of relative and absolute risk information was greater than absolute risk alone, 
regardless of the fact that the relative risk information was unfavourable.
Possible explanations for these discrepancies have been suggested. French 
et al. (2004) argued that discrepancies in findings related to differences in the 
clarity of information presented. However, an alternative explanation comes 
from the findings of a study by Fair et al. (2004) who concluded that the 
impact of relative risk information may be greatest in younger people who
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perceive their personal risk of disease to be very low. Given that participants 
in Klein's studies were young students this could have influenced the findings, 
by inflating the impact of relative risk information.
It could be argued, therefore, that age plays a significant role in studies of risk 
communication and that this might be mediated by the impact that age has on 
the immediacy of risk, with younger people seeing their risk as a long way into 
the future and, therefore, less of a threat. The manipulation of the immediacy 
of risk is largely unexplored and knowledge of the impact of different risk 
timeframes is, therefore, limited. Fair et al. (2004) did explore the impact of 
different risk time frames. They compared the impact of risk communication 
involving ten-year risk of CHD compared to lifetime risk, based on 880 healthy 
participants, aged between 30 and 70 years. The authors did not report a 
significant main effect of time frame but noted a complex interaction between 
timeframe, age and level of risk, in that young people with a low short-term 
risk but high long-term risk found lifetime risk information particularly 
persuasive, leading to the hypothesis that life-time risk estimates will lead to 
increased perceptions of risk compared to estimates of risk within shorter 
timeframes.
Pulling the evidence together, it would appear that the use of relative risk 
information offers some advantage over the use of absolute risk on its own. 
This advantage may be greater in younger individuals but, importantly, may 
be downplayed when the relative risk information provides an unfavourable 
picture of an individuals health compared to other people in the population. In 
general, the evidence leads to the hypothesis that relative risk information will 
have a greater impact on risk perceptions compared to absolute risk 
estimates.
2.6.5. Personal Engagement with Risk Communication Information
An additional factor that has received some attention in the literature is the 
degree to which individuals are personally engaged with the risk information
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presented to them. Studies have shown that individualised risk 
communication is more effective than general risk information (Edwards et al. 
2000). To investigate this further, Emmons et al. (2004) explored the impact 
of different levels of personal engagement with individualized risk information 
about colorectal cancer. The findings of this randomised controlled trial of 
353 healthy participants found no significant differences between groups on 
level of engagement with the information presented. However, the authors 
were looking at how level of engagement impacted on accuracy of risk 
perception rather than behavioural change. If behaviour change is motivated 
by risk perception, it is possible that accuracy of risk perception is less 
important than level of risk perception when the aim is to promote behaviour 
change.
Active engagement in the risk process is a routine part of the risk 
communication described by Hingorani and Vallance (1999). Individuals at 
risk of developing CHD are provided with the opportunity to manipulate their 
risk factors for heart disease so that they are able to see the impact of such 
changes on their risk profile. For example, they are able to calculate what 
their risk would be if they gave up smoking within the next one, five or ten 
years. Such information about the impact of interventions has been found to 
counter defensive biases (Ditto et al. 1988), suggesting that providing 
information about potential interventions may be particularly important to 
ensure that a risk communication message leads to positive behaviour 
change rather than the use of avoidance strategies. The impact of different 
types of interventions appear to be unexplored in the risk communication 
literature. Recommendations from the British Heart Foundation (2006) 
propose that individuals at greatest risk of CHD should be treated with a 
medical intervention while those considered at risk to a lower level should be 
advised of appropriate lifestyle changes. This suggests that medical 
intervention is likely to have the greatest impact on risk at this level. If people 
have an understanding of this or believe that medical interventions will be 
more effective than lifestyle interventions, it would lead to the hypothesis that 
information about a medical intervention will lead to higher outcome-efficacy
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compared to information about a lifestyle intervention. This hypothesis is 
supported by Bennett et a/.’s (1999) study. The authors found that outcome 
efficacy varied according to the behaviour change in question and concluded 
that outcome efficacy for complex behaviours was lower than that for less 
complex behaviours. Given that the impact of interventions on outcome 
efficacy does not appear to have been explored, this remains a tentative 
hypothesis. However, given that lifestyle and medical interventions differ 
greatly it was considered a valuable hypothesis to explore.
2.7 Limitations of Research in Risk Communication
The study by Emmons et al. (2004) described earlier highlights one of the 
difficulties of research in this area. Risk communication may be used with a 
number of different objectives. For example, risk communication may be 
used with the aim of enhancing informed decision-making, which then may or 
may not lead to behaviour change. Alternatively, it may aim to be maximally 
persuasive in attempts to change behaviour, when the costs to behaviour 
change are perceived as minimal. Because the objective of the risk 
communication may vary, it often follows that the outcome measures used 
also vary. For example, studies assessing level of informed decision-making 
may use measures of decisional conflict, treatment choice or accuracy of risk 
perceptions as their outcome. Risk communication interventions to promote 
behaviour change might measure level of risk perception, emotions, 
behavioural intentions and behaviour change. As a result of these 
differences, it is not always easy to compare the findings of different risk 
communication studies. Furthermore, studies often relate to different 
illnesses and even fictitious illnesses. Studies relating to cancer dominate the 
literature and it is not clear how these findings relate to CHD.
Ultimately, existing knowledge of the best way to present risks in CHD 
remains limited and, in particular, differences between absolute and relative 
risk, the influence of age as mediated by immediacy of risk and the impact of
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different interventions following risk communication requires further 
exploration.
2.8 Research using Non-Clinical Participants
Research conducted in the field of risk communication has been based on 
both clinical and non-clinical populations. By definition, risk communication 
for disease prevention is necessarily designed for individuals who have not 
yet developed disease and are, therefore, healthy. Despite this, current risk 
communication strategies in clinical practice are usually targeted at 
populations who could be considered at high risk of developing disease. In 
the case of CHD people at high risk might be those with a family history of 
CHD, those who smoke or are overweight and those who have known high 
cholesterol and blood pressure. As such, this ‘at risk' group is likely to differ 
significantly from the non-clinical populations employed for many 
psychological studies, which often include young, undergraduate students.
While there is, therefore, an argument to conduct research based on this ‘at- 
risk’ population, the disadvantages of research in this area include the 
adjunctive use of interventions and differences in the way in which different 
practitioners present risk. In order to explore the differential impact of 
different interventions it is necessary that individuals be allocated to a single 
intervention. In practice, this is rarely the case as optimal intervention may 
include both lifestyle and medical recommendations.
Given that the effect sizes in the studies discussed are often small and, given 
the mixed results in a number of studies, a purer research design, controlling 
for as many extraneous variables as possible may be required to elucidate 
any differences in the impact of different risk communication formats. One 
method that provides this control would be the use of a non-clinical 
population. Although this would be at the expense of a degree of ecological 
validity, it would allow for a clearer comparison of variables.
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For the purposes of this study, a non-clinical sample was chosen. However, 
in order to preserve as much ecological validity as possible, careful 
consideration was given to the inclusion criteria for this study. In any non- 
clinical sample it is likely that some participants would have known risk factors 
for CHD. This is likely to include having family members with CHD, being a 
smoker or being overweight. While these participants may not be considered 
at high risk of CHD they would be somewhat representative of people 
receiving risk communication in clinical settings. Furthermore, age of 
participants was carefully considered. Risk of CHD increases with age and 
very young participants, such as undergraduate students were likely to be 
poorly represented in clinical populations. For this reason, only participants 
aged between 25 and 45 years were considered, as it was thought that this 
was more representative of clinical populations attending risk communication 
clinics for the purposes of disease prevention.
2.9 Purpose of this Study
The purpose of this study was to evaluate the effectiveness of a risk 
communication tool in the prevention of CHD. The risk communication tool 
described by Hingorani and Vallance (1999) is used as the basis for this 
investigation. This is because it allows for the manipulation of a number of 
different factors, the impact of which are still largely unknown, including type 
of risk and immediacy of risk. The impact of potential lifestyle and medical 
interventions is also explored.
It is still not clear which formats of risk communication are likely to be the 
most effective in terms of promoting and influencing the adoption of health 
behaviours in the prevention of CHD. In particular, the comparable influences 
of relative and absolute risk have not been fully elucidated, with specific 
reference to straightforward but unfavourable social comparison information. 
Secondly, the impact of timeframe for illness or immediacy of risk remains 
largely unexplored and will, therefore, be considered in this study. This may 
be important, since younger people may have a very low immediate risk of
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CHD but a high lifetime risk. Providing this lifetime information may be 
particularly important for younger people. Finally, an area in the risk 
communication literature that has not been explored is the differential impact 
of a variety of potential recommendations that follow risk information. When 
individuals have been presented with information suggesting they are at high 
risk of CHD it is the role of the medical practitioner to provide information and 
make recommendations about measures to reduce this risk. The impact of 
different interventions, such as lifestyle changes and medical interventions 
has not been explored and it would be interesting to see what impact these 
have on the beliefs that influence behavioural intentions and behaviour 
change.
A further objective of this study is to investigate the relationship between 
specific cognitive and emotional factors following risk communication that are 
theorised to mediate between a threat to health and behaviour change.
2.10 Hypotheses
2.10.1 The group who receive relative risk information will report greater 
perceived risk compared with the group who receive lifetime risk 
information who, in turn, will report greater perceived risk compared 
with the group who receive absolute risk information alone.
2.10.2 Information about medical intervention will result in higher outcome 
efficacy compared with information about lifestyle intervention.
2.10.3 Greater behavioural intention is predicted by:
i greater perceived risk
ii greater self-efficacy
iii greater outcome efficacy
iv greater negative affect (post the intervention)
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3. METHOD
3.1 Participants
People aged between 25 and 45 years were targeted in the sampling. This 
was because the study was concerned with the primary prevention of CHD 
and was designed to recruit people for whom the prospect of CHD was 
becoming more salient but had not yet developed. Very young people were 
excluded as it was felt that risk of CHD would not be particularly salient to this 
age group. People over 45 years of age were also excluded because of the 
increasing incidence of CHD with age, leading to alternative secondary 
prevention and management strategies. A relatively young ceiling age was 
also chosen because the adoption of health promoting behaviours is likely to 
lead to greater benefits if taken sooner rather than later, suggesting that 
primary prevention may be best targeted at a younger audience. Individuals 
who had a diagnosis of CHD or those currently receiving NHS treatment for 
related conditions were not recruited to take part in this study.
Prior to sampling, a power analysis was conducted. The optimal number of 
participants required was 204 to ensure that the study had 80% power, with a 
small to medium effect size (0.35), for an F test, and a 5% Alpha. In total, 199 
participants were recruited. Of these 21 were excluded due to missing data 
greater than 20% of the total number of items to be answered. This included 
a number of people who withdrew from the study by failing to complete the 
measures. The number of participants in the final analysis was, therefore,
178.
Of the 178 participants who took part in this study, 84 were male (47.2%) and 
93 were female (52.2%). The mean age was 33.5 years, with a standard 
deviation of 6.2 years and ranging from 25 to 45 years. In terms of 
employment, 144 (81.8%) participants were employed, 24 (13.6%) were in 
full-time education and six (3.4%) were unemployed. In terms of education, 
115 (65.4%) participants had been to University, while 41 (21.6%) had no
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education after the age of 16 years. With reference to ethnic group, 157 
(89.2%) participants described themselves as White with the remainder 
describing themselves as Black Caribbean (n=5, 2.8%), Black African (n=2, 
1.1%), Black Other (n=1, 0.6%), Indian (n=1, 0.6%), Chinese (n=1, 0.6%), 
Other (n=9, 5.1%).
In terms of health status, the majority of participants described their health as 
either Excellent or Very Good (n=120, 68.2%) with the remainder describing 
their health as Good (n=42, 23.9%), Fair (n=12, 6.8%) or Poor (n=2,1.1%). 
While none of the participants had a personal history of CHD, 17 (9.7%) 
participants had a family history of the disease. At the time of the study 35 
(19.9%) participants were smokers, despite the fact that 27 (80%) of these 
had attempted to give up smoking at some point.
Participants were recruited from an opportunity sample recruited from the 
local community. This included:
e Members of the public recruited via posters placed in local libraries and 
newsagents
• Students from Surrey University over the age of 25 years
• Staff employed by the London Fire Authority, a London theatre and two 
further business premises
• Members of local mother and baby groups
3.2 Design
The study was a between subjects pretest-posttest 3 (risk communication) x 2 
(intervention) factorial design. All participants were allocated at random to 
one of six conditions relating to different methods of communicating risk of 
CHD as well as information about different interventions. All participants 
received the same hypothetical level of risk, which was deemed to place them 
in a high-risk category. Table 2 below illustrates the study design.
180
Table 2: Experimental Design
IV 2: Intervention
Lifestyle Medical
IV
1: 
R
is
k 
C
om
m
un
ic
at
io
n Absolute 10 year risk n=34 n=34
Relative 10 year risk n=34 n=34
Absolute 10 year risk plus 
Absolute Lifetime risk
n=34 n=34
3.2.1 Independent Variable 1: Risk Communication
Participants were allocated to one of three levels of Risk Communication. 
These were absolute risk, relative risk and absolute plus lifetime risk. 
Participants receiving absolute risk information were presented with a 
hypothetical risk estimate of developing CHD in the next ten years. Those 
receiving relative risk information were provided with a hypothetical risk 
estimate of developing CHD in the next ten years in the context of general 
population risk of developing CHD based on risk for people of a similar age 
and gender. Participants receiving absolute risk plus lifetime risk were 
presented with absolute risk information, with the additional information about 
risk of developing CHD during their lifetime. All participants also received 
information about the extent to which their risk would fall if they took action to 
reduce their risk. The hypothetical level of risk of developing CHD in the next 
ten years was identical across groups. (See Appendix A for risk information.)
3.2.2 Independent Variable 2: Intervention
Participants were allocated to one of two types of intervention. Half the 
participants were allocated to a lifestyle intervention, while half were allocated
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to a medical intervention. The lifestyle intervention provided advice to 
participants about reducing their risk of CHD by adopting healthy lifestyles. 
The medical intervention provided advice to participants about reducing their 
risk of CHD by taking their doctors advice about medical interventions. (See 
Appendix B for information about interventions.)
Participants completed a set of baseline measures prior to being presented 
with hypothetical risk information and information about a potential 
intervention. Participants were then required to complete a number of 
questions and measures to assess their understanding, perceptions and 
impact of the information.
3.3 Measures
A number of both standardised and non-standardised measures and 
questions were used.
3.3.7 Emotional State
3.3.1.1 Positive and Negative Affect Scale (PANAS) (Watson et al. 1988) 
The PANAS, which was administered at both pretest and posttest, is a 20 
item self-report measure of both positive and negative emotions using five 
point likert scales (see Appendix C). It is a widely used measure in health 
psychology and has demonstrated good internal consistency with alpha 
reliabilities ranging from 0.86 to 0.90 for items of positive affect and alpha 
reliabilities ranging from 0.84 to 0.97 for items of negative affect. It has also 
demonstrated good discriminant validity.
3.3.1.2 Emotional Response to Risk Information
Two additional items that had been used in the study by Fair et al. (2004) 
were also included in this study to ensure that comparisons could be made.
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Participants were asked to rate, on a seven point likert scale, how disturbed 
and how worried they would be by the risk information
3.3.2 Illness Representations
Participants were asked to rate, on a five point likert scale, how much they 
agreed with the statement ‘When someone has coronary heart disease it is a 
severe condition’.
3.3.3 Understanding of Risk Information
A number of items were generated and administered following the 
presentation of risk information to assess participant’s understanding of the 
information. The items generated produced a number of five point rating 
scales providing different ranges of probability. All participants were asked 
the following questions:
e What was the probability that you would have coronary heart disease in 
the next ten years?
• What was your risk of coronary heart disease in the next ten years if you 
received a medical intervention or changed your lifestyle immediately?
Participants receiving relative risk information were also asked the additional 
question:
• What was the probability that other people, of the same age and sex, 
would have coronary heart disease in the next ten years?
Participants receiving absolute plus lifetime risk information were asked two 
additional questions, as follows:
• What was the probability that you would have coronary heart disease in 
your lifetime?
• What was your risk of coronary heart disease in your lifetime if you 
received a medical intervention or changed your lifestyle immediately?
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3.3.4 Risk Perceptions
A number of items were generated to assess participant’s perceptions of risk 
following risk communication. These items comprised seven point likert 
scales to measure risk perceptions over differing timeframes, such as risk in 
the next 12 months, ten years and during participant’s lifetimes. Scores in the 
final analysis would be combined to provide a single composite score for each 
timeframe. Six items were administered, asking participants:
• What is the likelihood that you would have coronary heart disease at 
some point in [timeframe]?
• Compared to other people your age and sex, what would your risk of 
having coronary heart disease at some point in [timeframe] be?
• If you changed your lifestyle now what is the likelihood that you would 
have CHD at some point in [timeframe]?
• If you received a medical intervention now (such as tablets to reduce 
your blood pressure) what is the likelihood that you would have CHD at 
some point in [timeframe]?
• If you did not change your lifestyle now what is the likelihood that you 
would have CHD at some point in [timeframe]?
• If you did not receive a medical intervention now (such as tablets to 
reduce your blood pressure) what is the likelihood that you would have 
CHD at some point in [timeframe]?
3.3.6 Efficacy
A number of items, using five point likert scales, were generated to assess 
participant’s level of outcome and self-efficacy following risk communication. 
Scores in the final analysis would be combined to provide two composite 
scores, one for each type of efficacy.
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3.3.6.1 Self-Efficacv
Four items were administered, asking participants to rate how much they 
agreed with the following statements:
• It would be easy for me to lower my cholesterol level and blood 
pressure
• It would be difficult for me to eat a lower fat diet
• It would be easy for me to take cholesterol and blood pressure 
lowering medication as recommended
• It would be easy for me to reduce my risk of CHD
3.3.G.2 Outcome Efficacy
Three items were administered, asking participants to rate how much they 
agreed with the following statements:
• Lowering my cholesterol level and blood pressure would reduce my risk or 
CHD
• Eating a lower fat diet would reduce my cholesterol level
• Taking medication would reduce my cholesterol level and blood pressure
3.3.7 Behavioural Intentions
A number of items were generated to assess participant’s behavioural 
intentions following risk communication. These items comprised seven point 
likert scales to measures intentions over differing timeframes, such as 
intention to change behaviour immediately, in the next 12 months, ten years 
and during participant’s lifetimes. Scores in the final analysis would be 
combined to provide a single composite score for each timeframe. Four items 
were administered, asking participants:
• How motivated would you be to change your lifestyle in [timeframe]?
• What is the likelihood that you would start a low-fat diet in [timeframe]?
• What is the likelihood that you would start to do at least 30 minutes of 
exercise (e.g. brisk walking, swimming, cycling) five times a week in 
[timeframe]?
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• What is the likelihood that you would visit your GP to have your blood 
pressure and cholesterol level checked in [timeframe]?
3.3.7.1 Additional Questions Influencing Behavioural Intentions 
A number of additional items were generated and administered to participants 
following the presentation of risk information to explore other potential 
influences on behavioural intentions. Scores were based on five point likert 
scales and participants were asked to rate how much they agreed with the 
following statements:
• It is necessary to take action now to reduce my risk of CHD
• It is important to change my lifestyle to reduce my risk of CHD
• It is important to receive a medical intervention to reduce my risk of CHD
• I have confidence in the medical professionals who would provide me with 
information about my CHD risk.
3.4 Procedure
A between subjects design was used. Anyone who was interested to 
participate in the study was provided with six hypertext links that would direct 
them to a specially designed web page contained within the website 
www.questform.co.uk. Each link related to one of the study's experimental 
conditions and contained all the information and measures required for 
participation. Individuals were asked to choose one of the six links at random, 
thereby randomly allocating themselves. Participants were then presented 
with an information sheet for the study (see Appendix D). Those who wished 
to take part were required to complete a consent form (see Appendix E).
Once consent had been obtained, each participant then proceeded through a 
series of questions relating to background information as well as a number of 
baseline questions. This was followed by the presentation of a hypothetical 
scenario and participants were asked to imagine that the information related 
to them personally. Hypothetical information about personalised risk of CHD
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was then presented followed by information about the nature of an 
intervention aimed to reduce risk of CHD.
Following the experimental manipulation, each participant proceeded through 
a number of follow up measures including questions relating to their 
understanding of the information, emotional state, perception of risk, self- 
efficacy and outcome-efficacy and questions relating to behavioural 
intentions. Participation took approximately 20 minutes.
On completion of the study all participants were provided with further 
information about CHD. This included information about risk factors and ways 
to reduce risk, both by changes to lifestyle and by medical intervention. 
Participants were encouraged to contact the researcher if they had any further 
questions. (See Appendix F for a full set of materials required for participation 
in a single condition.)
3.5 Ethical Considerations
The study was submitted to the Ethics Committee for the University of Surrey. 
Ethical approval was subsequently granted, (see Appendix G). Given that the 
risk information to be presented was based on a hypothetical scenario and 
given that none of the participants would have a diagnosis of CHD or 
receiving NHS treatment for related conditions, it was felt that risk to 
participants would be negligible. Despite this, all participants would be 
presented with hypothetical information indicative of a high risk of developing 
CHD and, as such, it was considered important to provide information to 
participants about ways in which risk could be reduced. In the course of the 
study all participants received information about either lifestyle or medical 
interventions. To ensure that participants had as much information as 
possible about ways to reduce their risk of CHD participants were provided, at 
the end of the study, with the information relating to the intervention that they 
had not received in the course of their participation.
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4. RESULTS
4.1 Management of the Data Set
The amount of missing data was minimal. Missing data on individual items 
ranged from 0% to 3.9% with a mean of 1.8%. Because of this, it was 
decided to replace missing values with the series mean. The dataset was 
then screened to ensure no implausible values had arisen due to errors of 
data entry.
While published scales were used to measure emotions a number of items 
were generated to measure risk perceptions, self-efficacy, outcome-efficacy 
and behavioural intentions. For the purposes of statistical analysis composite 
scores were calculated for these generated items. Composite scores for risk 
perceptions and behavioural intentions reflected a number of different 
timeframes. To ensure that the composite scores were reliable, alpha 
coefficients for each were computed. All the resulting scales had high internal 
consistency, with alpha coefficients ranging from 0.82 to 0.95.
The dataset was screened to identify any outlying values. This involved 
looking at the histograms for each variable as well as looking at scatterplots to 
identify any multivariate outliers. When it appeared that scores on a variable 
contained an outlier Z scores for this variable was computed. Scores 
achieving a Z score of +/- 3.29 fall two standard deviations from the mean and 
would be considered rare. For the purposes of this study two participants 
were excluded as a result of their extreme scores on a baseline measure of 
negative affect. These participants achieved Z scores of 4.65 and 6.56.
Given that these participants appear to have come from a clinical population 
of people with depression, it was decided that they should be excluded since 
this study was based on a non-clinical population. This left 176 participants to 
be included in the final analysis.
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While other participants received Z scores that would be considered rare, they 
were not excluded. This was because they were not considered to come from 
a different population to that under consideration. For example, three 
participants held the belief that CHD was not a serious condition. While their 
belief differed considerably to the majority of participants it remained an 
important consideration for the current study.
The distribution of scores on the majority of measures was normal. However, 
there were a number of dependent variables that were not normally 
distributed and transformations were therefore conducted.
4.2 Main Results
There were no significant differences between groups on any of the 
demographic variables. There were also no significant differences between 
groups for the belief in the severity of CHD.
A number of questions were used as an experimental manipulation check to 
ensure that participants had understood and processed the risk information 
presented to them. The majority of participants (81.8%, n=144) were able to 
answer all questions relating to their understanding of the information 
correctly. A further 14.2% (n=25) answered at least half the questions 
correctly, leaving 4% (n=7) who answered less than 50% of questions 
correctly, suggesting that they did not fully understand or did not process the 
risk information presented.
Since the amount of information presented to participants differed across 
conditions it was important to establish whether this had any effect on 
understanding. The number of questions used to check participant’s 
understanding of information also differed across groups because more 
questions were needed to assess understanding of more information. In 
order to make comparisons possible, a percentage error score was calculated
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for each participant. Descriptive statistics for participant’s understanding of 
information is presented in Table 3 below.
Table 3: Understanding and/or Memory of Risk Information
Absolute Risk Relative Risk Lifetime Risk
Intervention Intervention Intervention
Lifestyle Medical Lifestyle Medical Lifestyle Medical
Mean % errors 7.81 5.00 3.53 9.20 13.39 12.10
Std Deviation 22.39 20.13 10.05 23.40 19.82 24.04
To establish whether there were any significant differences between groups 
on level of understanding and/or memory for the information presented a 
Kruskal-Wallis Test was conducted. This was chosen over a parametric test 
since scores were not normally distributed and because the variance of data 
between groups was not homogenous. Kruskal-Wallis tests indicated that the 
level of knowledge and/or memory for the information presented was 
significantly different across the different formats of risk communication (%2 (2, 
N=176)=8.11, p=0.02) but not across the different interventions (%2 (1, 
N=176)=0.17, p=0.68). Post hoc Mann-Whitney U Tests revealed that the 
difference lay between participants receiving 10 year absolute risk information 
and participants receiving 10 year absolute risk plus lifetime risk information 
(z(62,59)=-2.62, p=0.009, 2-tailed test, r=-0.20). Participants receiving 10 
year plus lifetime risk information were significantly more likely to make errors 
in their understanding and/or memory for information presented compared to 
those receiving absolute risk information only. One interpretation is that the 
more information given to participants, the more likely they were to make 
errors.
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Given that, the overall level of understanding across groups was high, it is 
likely that the significant group differences discussed above were due to a 
small number of participants. Although it is important to ensure that 
participants had understood the risk information presented in order to be able 
to assess the impact of different formats, the ability of individuals to 
understand risk information is also of key interest. For this reason, 
participants with low scores on understanding were not excluded. As an 
alternative, level of understanding was included as an additional independent 
variable, splitting participants into low (n=33) and high (n=145) understanding, 
where low understanding was defined as one or more errors in understanding. 
It was not possible to split the groups at the median because the median was 
zero and was represented by 145 participants.
4.2.1 Impact of Risk Communication on Perceptions of Risk
The mean scores for risk perceptions are presented by group in Table 4. 
Perception of risk was measured according to level of immediacy of risk, so 
that participants estimated their risk in the next 12 months, the next 10 years 
and in their lifetime. Standard deviations are presented in parentheses.
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Table 4: Descriptive Statistics for measures of Risk Perception
Absolute Risk Relative Risk Lifetime Risk
Intervention Intervention Intervention
Lifestyle Medical Lifestyle Medical Lifestyle Medical
12 month risk 
perception*
1.28
(1.02)
1.03
(0.87)
1.54
(1.04)
1.34
(1.15)
1.20
(0.87)
1.25
(0.84)
10 year risk 
perception
2.00
(1.08)
1.76
(1.11)
2.44
(1.15)
2.00
(1.24)
1.96
(1.07)
2.00
(0.99)
Lifetime risk 
perception
2.60
(123)
2.61
(131)
3.19
(1.24)
2.54
(1.26)
2.91
(1.28)
2.93
(1.02)
* Data represent means based on untransformed data.
The means for risk perceptions reveal that participant’s perceptions of risk 
were low, although they did increase somewhat as timeframe increased. A 
factorial Analysis of Variance (ANOVA) was conducted to measure 
differences between groups on perceptions of risk. There were no significant 
main effects on perceptions of risk in the next 12 months for either risk 
communication format (F(2,170)=1.02, p=0.36) or type of intervention 
(F(1,170)=1.06, p=0.30). The was also no significant interaction effect 
between format and intervention for perceptions of risk in the next 12 months 
(F(2,170)=0.52 , p=0.59).
There were no significant main effects on perceptions of risk in the next 10 
years for either risk communication format (F(2,170)=1.45, p=0.24) or type of 
intervention (F(1,170)=1.67l p=0.20). The was also no significant interaction 
effect between format and intervention for perceptions of risk in the next 10 
years (F(2,170)=0.64, p=0.53).
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There were also no significant main effects on perceptions of lifetime risk for 
either risk communication format (F(2,170)=1.14, p=0.32) or type of 
intervention (F(1,170)=1,24, p=0.27). There was also no significant 
interaction effect between format and intervention for perceptions of lifetime 
risk (F(2,170)=1.35, p=0.26).
To establish whether level of understanding had any bearing on the above 
null finding, analyses were conducted to establish whether there were any 
differences in perceptions of risk based on level of understanding. Descriptive 
statistics are presented in table 5 below.
Table 5: Perceptions of Risk based on Level of Understanding
Level of Um 
Low
derstanding
High
12 month risk perception* 1.43 (1.29) 1.23(0.88)
10 year risk perception 1.96(1.37) 2.03 (1.04)
Lifetime risk perception 2.62(1.37) 2.82(1.19)
* Data represent means based on untransformed data.
An independent T-Test was conducted to establish whether there were any 
differences in perceptions of risk based on level of understanding. Analyses 
revealed no significant differences of understanding for perceptions of risk in 
the next 12 months (t(174)=-0.54, p=0.59, 2-tailed test), the next 10 years 
(t(174)=0.30, p=0.77, 2-tailed test), or during participants’ lifetimes 
(t(174)=0.86, p=0.39, 2-tailed test).
Findings, therefore, suggest that different risk communication formats and 
different interventions had no differential impact on risk perceptions and that 
this finding was not influenced by levels of understanding.
193
4.2.2 Impact of Interventions on Participant’s Outcome efficacy
The mean scores for outcome efficacy following the presentation of 
information about potential interventions to reduce risk of CHD are presented 
in Table 6  below. The standard deviations are presented in parenthesis.
Table 6: Descriptive Statistics for a measure of Outcome Efficacy
Medical Intervention 
Type of Risk
Lifestyle Intervention 
Type of Risk
Absolute Relative Lifetime Absolute Relative Lifetime
Outcome 12.50 11.90 12.48 11.78 12.54 12.39
Efficacy (1.61) (2.29) (1.80) (2.22) (1.75) (1.97)
* Data represent means based on untransformed data.
Factorial ANOVAs were conducted to measure differences between groups. 
There were no significant main effects for either type of intervention 
(F(1,170)=0.03, p=0.87) or risk communication format (F(2,170)=0.39, 
p=0.68). There was also no significant interaction between intervention and 
risk communication format (F(2,170)=1.52, p=0.22).
The findings suggest that the different interventions and risk communication 
formats used in this study had no differential impact on outcome efficacy. 
However, in order to establish whether level of understanding had any bearing 
on this null finding, further analyses were conducted. Descriptive statistics 
related to the impact of level of understanding on outcome efficacy are 
presented in Table 7.
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Table 7: Outcome Efficacy based on Level of Understanding
Level of Um 
Low
derstanding
High
Outcome Efficacy 12.23 (1.89) 12.38 (2.27)
* Data represent means based on untransformed data.
An independent T-Test was conducted to establish whether there were any 
differences in outcome efficacy based on level of understanding. Analyses 
revealed no significant differences between level of understanding and 
outcome efficacy (t(174)=0.52, p=0.60, 2-tailed test).
Findings relating to outcome efficacy, therefore, suggest that the different 
interventions and risk communication formats used in this study had no 
differential impact on participants’ outcome efficacy and that this finding was 
not influenced by levels of understanding.
4.2.3 Psychological Factors Associated with Behavioural Intentions
Based on models of health psychology discussed earlier, a number of factors 
were predicted to be associated with behavioural intentions. These included 
increased perceptions of risk, increased levels of self-efficacy and outcome 
efficacy and greater negative affect following risk communication. This was 
predominantly an exploratory analysis since the roles of self-efficacy and 
outcome-efficacy do not appear to have been studied in the risk 
communication literature. Additional factors were also explored and these 
included participant’s confidence in the medical professionals providing risk 
information as well as the degree to which participants felt it was necessary 
and important to take steps to reduce their risk of CHD.
The bivariate correlations for key constructs and behavioural intentions are 
presented in Appendix H. To explore the relationships found between key
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constructs and behavioural intentions four multiple regression analyses were 
conducted in order to develop potential models that could be used to predict 
intentions to act within each timeframe. The following groups of variable were 
included:
Step 1 : Demographic variables and smoking status
Step 2: Understanding of information
Step 3: Perceived risk (for the comparable time period), self-efficacy,
outcome efficacy, affect (post the intervention), confidence in 
health professionals, necessity to change.
The demographic variables, smoking status and understanding of information 
were included to control for the impact that these may have had on 
behavioural intentions. Demographic variables included gender and age. By 
putting these variables into the regression model before the key constructs 
under consideration it was possible to assess whether the constructs had any 
predictive utility over and above the variables in step 1 and step 2. The data 
met all the assumptions required for the use of a multiple regression analysis.
4.2.3.1 Immediate Behavioural Intentions
The multiple regression analysis found that the linear combination of predictor 
variables was significantly related to intentions to act immediately (R2 = 0.32, 
adjusted R2 = 0.28, F(10,164) = 7.81, p<0.001), thereby predicting 28% of the 
variance in immediate behavioural intentions in the general population. The 
beta values and contribution of each variable are summarized in Table 8 . The 
figures in Table 8  reveal that the variables contributing significantly to the final 
regression model were smoking status and participant’s belief that it was 
necessary and important to act to reduce their risk of disease. The remaining 
variables did not add significantly to the model.
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Table 8: Beta values for predictors of immediate behavioural intentions
Beta Standard 
Error of Beta
Standardised
Beta
Step 1
Constant 1.53 0.78
Gender 0.18 0.25 .06
Age 0.03 0 . 0 2 .14
Smoking Status 0.93 0.29 2 4 **
Step 2
Constant 1.48 0.78
Gender 0.19 0.25 .06
Age 0.04 0 . 0 2 .15
Smoking Status 0.92 0.29 2 4 **
% Errors in Understanding -0 . 0 1 0 . 0 1 -.08
Step 3
Constant 2.46 2.42
Gender 0.13 0 . 2 2 .04
Age 0.03 0 . 0 2 .14
Smoking Status 0.79 0.26 2 0 **
% Errors in Understanding -0 . 0 1 <0 . 0 1 - . 1 2
12 Month Risk Perceptions 0 . 2 0 0 . 6 8 . 0 2
Self-Efficacy 0.07 0.04 . 1 2
Outcome Efficacy 3.11 1.90 . 1 2
Negative Affect (post Intervention) 0 . 1 2 0.07 . 1 1
Confidence in Medical Professionals 0.33 0.41 .06
Belief in Necessity to Change 0 . 2 0 0.04 .37***
* p<0.05, ** p<0.01, *** p<0.001
Note R2 = 0.07 for Step 1 ; Change in R2 = 0.01 for Step 2; Change in R2 = 0.24 for Step 3
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4.2,3.2 Intentions to Act in the Next 12 Months
The multiple regression analysis found that the linear combination of predictor 
variables was significantly related to intentions to act in the next 1 2  months 
(R2 = 0.32, adjusted R2 = 0.28, F(10,164) = 7.59, p<0.001), thereby predicting 
28% of the variance in behavioural intentions for the next 1 2  months in the 
general population. The beta values and contribution of each variable are 
summarized in Table 9 and reveal that participants' age, level of 
understanding of the risk information, self-efficacy, negative affect and belief 
in the necessity to change contributed significantly to the final regression 
model. The remaining variables did not add significantly to the model.
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Table 9: Beta values for predictors of intentions to act within 12 months
Beta Standard 
Error of Beta
Standardised
Beta
Step 1
Constant 2 . 2 0 0.69
Gender 0 . 2 0 0 . 2 2 .08
Age 0.03 0 . 0 2 .15
Smoking Status 0.45 0.26 .13
Step 2
Constant 2.14 0.69
Gender 0 . 2 1 0 . 2 2 .08
Age 0.04 0 . 0 2 .17*
Smoking Status 0.44 0.26 .13
% Errors in Understanding -0 . 0 1 <0 . 0 1 - . 1 1
Step 3
Constant 3.11 2 . 1 2
Gender 0.17 0 . 2 0 .06
Age 0.04 0 . 0 2 .16*
Smoking Status 0.32 0.23 .09
% Errors in Understanding -0 . 0 1 <0 . 0 1 -.16*
12 Month Risk Perceptions 0.23 0.60 .03
Self-Efficacy 0.08 0.03 .16*
Outcome Efficacy 2.91 1 . 6 6 .13
Negative Affect (post Intervention) 0.14 0.06 .15*
Confidence in Medical Professionals 0.39 0.35 .08
Belief in Necessity to Change 0.16 0.04 .35***
* p<0.05, ** p<0.01, *** p<0.001
Note R2 = 0.04 for Step 1 ; Change in R2 = 0.01 for Step 2; Change in R2 = 0.27 for Step 3
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4.2.3.3 Intentions to Act in the Next 10 Years
The multiple regression analysis found that the linear combination of predictor 
variables was significantly related to intentions to act in the next 10 years (R2 
= 0.26, adjusted R2 = 0.21, F(10,164) = 5.61, p<0.001), thereby predicting 
2 1 % of the variance in behavioural intentions for the next 1 0  years in the 
general population. The beta values and contribution of each variable are 
summarized in Table 10 and reveal that participants’ self-efficacy, outcome 
efficacy and belief in the necessity to change contributed significantly to the 
regression model. The remaining variables did not add significantly to the 
model.
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Table 10: Beta values for predictors of intentions to act in next 10 years
Beta Standard 
Error of Beta
Standardised
Beta
Step 1
Constant 1.78 0.18
Gender .05 0.06 .07
Age <0 . 0 1 <0 . 0 1 .07
Smoking Status -0 . 0 2 0.07 - . 0 2
Step 2
Constant 1.79 0.18
Gender 0.05 0.06 .07
Age <0 . 0 1 <0 . 0 1 .08
Smoking Status -0 . 0 2 0.07 -.03
% Errors in Understanding <-0 . 0 1 <0 . 0 1 -.07
Step 3
Constant 1.17 0.57
Gender 0.06 0.05 .08
Age <0 . 0 1 <0 . 0 1 .07
Smoking Status -0.05 0.06 -.06
% Errors in Understanding <-0 . 0 1 <0 . 0 1 - . 1 2
Lifetime Risk Perceptions 0 . 0 2 0.03 .06
Self-Efficacy 0 . 0 2 0 . 0 1 .19**
Outcome Efficacy 1.04 0.45 .18*
Negative Affect (post Intervention) 0 . 0 2 0 . 0 2 . 1 0
Confidence in Medical Professionals 0 . 1 0 0 . 1 0 .08
Belief in Necessity to Change 0.03 0 . 0 1 .25**
* p<0.05, ** p<0.01, *** p<0.001
Note R2 = 0.01 for Step 1 ; Change in R2 < 0.01 for Step 2; Change in R2 = 0.24 for Step 3
201
4.2.3.4 Lifetime Intentions to Act
The multiple regression analysis found that the linear combination of predictor 
variables was significantly related to lifetime intentions (R2 = 0.18, adjusted R2 
= 0.12, F(10,164) = 3.48, p<0.001), thereby predicting 12% of the variance in 
lifetime intentions in the general population. The beta values and contribution 
of each variable are summarized in Table 11 and reveal that participants’ self- 
efficacy, outcome efficacy and belief in the necessity to change contributed 
significantly to the regression model. The remaining variables did not add 
significantly to the model.
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Table 11: Beta values for predictors of lifetime intentions
Beta Standard 
Error of Beta
Standardised
Beta
Step 1
Constant 1 . 6 8 0.17
Gender 0.03 0.06 .05
Age <0 . 0 1 <0 . 0 1 .07
Smoking Status -0.04 0.06 -.05
Step 2
Constant 1 . 6 8 0.17
Gender 0.03 0.06 .05
Age <0 . 0 1 <0 . 0 1 .07
Smoking Status -0.04 0.06 -.05
% Errors in Understanding <-0 . 0 1 <0 . 0 1 -.04
Step 3
Constant 0.99 0.56
Gender 0.03 0.05 .05
Age <0 . 0 1 <0 . 0 1 .07
Smoking Status -0.08 0.06 - . 1 0
% Errors in Understanding <-0 . 0 1 <0 . 0 1 -.08
Lifetime Risk Perceptions <-0 . 0 1 0 . 0 2 - . 0 2
Self-Efficacy 0 . 0 2 0 . 0 1 .19*
Outcome Efficacy 0.98 0.44 .18*
Negative Affect (post Intervention) 0 . 0 1 0 . 0 2 .04
Confidence in Medical Professionals 0.07 0.09 .06
Belief in Necessity to Change 0 . 0 2 0 . 0 1 .2 1 *
* p<0.05, ** p<0.01, *** p<0.001
Note R2 = 0.01 for Step 1; Change in R2 = <0.01 for Step 2; Change in R2 = 0.17 for Step 3
The multiple regressions discussed suggest that models predicting short-term 
behavioural intentions were superior compared to those predicting longer-
term intentions. The regression models predicting immediate and 12 month 
intentions were able to explain more of the variance than models for 1 0  year 
and lifetime intentions.
A predictive factor that was common to all the regression models was the 
participants belief in the necessity to change behaviour to reduce risk of CHD. 
Not surprisingly, the more participants believed it was necessary to change 
behaviour the greater their intentions for change and this was a predictive 
factor for behaviour change across time.
The regression model predicting immediate behavioural intentions included 
the influence of smoking status. Those participants who did not smoke had 
greater intentions to change behaviour than smokers. The model predicting 
1 2  month behavioural intentions included the factors of age, negative affect 
and self-efficacy, so that older participants, those with higher levels of 
negative affect and greater confidence in their ability to change had greater 
intention to change behaviour compared to younger participants, those who 
demonstrated lower levels of negative affect and those with less confidence in 
their ability to change. Intentions to change within 12 months were also 
predicted by level of understanding with decreased understanding actually 
leading to increased intentions. While smoking status, age, negative affect 
and level of understanding were not observed to contribute to models of 
longer-term behavioural intentions, the regression models for ten year and 
lifetime intentions demonstrated that the role of efficacy beliefs was an 
important factor, with increased confidence in ability to change and greater 
expectations that such change would lead to the desired outcome predicting 
behaviour change in the longer term.
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5. DISCUSSION
5.1 Discussion of Results
The results from this study provide further evidence relating to the impact of 
different methods of presenting information about risk of CHD. In particular, it 
has been argued that presenting social comparison or relative risk information 
to people leads to greater changes in health promoting behaviours than 
absolute risk alone. The findings of this study suggest that this is not the 
case. There was no additional benefit of relative risk information over that of 
absolute risk information on measures of risk perception. The findings of the 
current study, therefore, support the findings of Harris et al. (2002) and 
French et al. (2004) but are contrary to the findings of a number of other 
studies (Buunk & Gibbons, 1997; Klein, 1997; Fair et al. 2004). On the face of 
it, it might appear that the current study adds to the confusion about the 
impact of relative and absolute risk information. Possible explanations for the 
current findings include the fact that the sample size in the current study was 
smaller than a number of previous studies, which have demonstrated 
predominantly small effect sizes. It is possible that such a small effect could 
not be elucidated given the sample size used. An alternative explanation to 
effect size is that the relative risk information presented to participants in the 
current study represented an unfavourable peer group comparison. Previous 
research has found that this is less influential that favourable information (e.g. 
Klein, 1997, French etal. 2004) supporting the concept of a defensive bias in 
the face of threatening information about health.
It was also hypothesized that providing additional information about absolute 
lifetime risk of CHD would be more influential than absolute 10 year risk of 
CHD alone. This was based on the rationale that younger participants would 
be likely to have a very low short term risk of disease compared to longer- 
term risk which might serve to have a greater impact. Again this was not 
supported by the current study. Importantly, participants receiving additional 
information about their absolute lifetime risk of developing CHD were more
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likely to make errors in their understanding and/or memory for the information 
compared to those receiving absolute ten-year risk information alone. Given 
that participants in both groups received the same ten-year risk information, 
with one group receiving the additional information about lifetime risk, it would 
appear that the errors arose from the quantity of the information presented. 
This would suggest that individuals are only able to process small amounts of 
information relating to risk and that they quickly become confused when too 
much information is provided. An alternative explanation comes from 
Gigerenzer’s (2002) argument that presenting probability as a percentage, as 
was the case in this study, is confusing. However, participants receiving ten- 
year absolute risk information did not have difficulty understanding the 
information presented as a percentage and it would, therefore, appear that the 
confusion participants experienced was as a result of the amount of 
information. This has important implications for clinical practice as patients 
are often provided with additional information about both relative and lifetime 
risk (Hingorani & Vallance, 1999). Given that this information did not afford 
any additional benefits, it would appear that risk communication involving the 
simple presentation of ten-year absolute risk may the best way to present 
probability because it minimizes the amount of information presented, thereby 
maximizing levels of understanding and memory. However, further research 
would be required to establish the impact of lifetime risk alone compared to 
ten year risk alone. In the current study lifetime risk information was paired 
with ten year risk and it remains unclear which timeframe would be most 
effective, given that using both together may not be of benefit.
The finding that increased amounts of information about risk led to decreases 
in levels of understanding and memory supports the findings by Ley (1997). It 
also provides a possible explanation for the finding by Edwards et a/'s. (2003) 
that more detailed communications lead to fewer changes in behaviour. It 
would appear that this is due to difficulties in comprehension and retention of 
information rather than evidence of enhanced decision-making as has been 
suggested by Edwards etal. (2001).
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A second hypothesis in this study related to the impact of potential 
interventions. It had been tentatively hypothesized that information about a 
medical intervention would lead to greater outcome efficacy compared to 
information about a lifestyle intervention. The findings of the current study did 
not support this hypothesis, with no difference found in participants’ outcome 
efficacy based on the type of intervention they received. This suggests that 
participants believe that if they successfully undertake an intervention based 
on lifestyle changes they expect it to lead to the same health outcomes as a 
medical intervention.
In terms of predicting behavioural intentions, the current study did find that 
participant’s intentions to change their behaviour either in the short term or 
longer term was associated with a number of factors. Most importantly, 
individuals need to believe that it is necessary and important to change their 
behaviour to reduce their risk of CHD. That is, they need to value their health. 
If they then believe that the action they take will lead to the expected benefits 
and have the confidence in their ability to change they will be more likely to 
change in the future. In the shorter term, advancing age and a negative 
emotional response following a threat to health is linked to action, while in the 
immediate post communication phase a lifestyle involving risky behaviour, 
such as smoking, is likely to inhibit change. Importantly, the impact of risk 
communication may be more influential in the shorter term, with models of 
short term behavioural intentions explaining more of the variance in behaviour 
compared to intentions in the longer term. This suggests that intentions to 
change behaviour may wane over time and that additional factors come into 
play.
Common to all the models generated in the regression analysis was the 
construct of necessity to change. The more participant’s believed it was 
necessary and important to change their behaviour to reduce their risk of 
CHD, that is, the more they valued their health, the greater their intention to 
change. This was the strongest predictor of behavioural intentions and the 
most consistent across timeframes. How much people value their health has
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been discussed in the literature as a factor associated with the adoption of 
health behaviours, Norman and Bennett (1995). These authors argued that 
the concept provides little explanatory power over and above the influence of 
control beliefs, such as self-efficacy. Given that value to health had such an 
influential role in this study the findings do not support Norman and Bennett’s 
argument. Value to health does appear to be an important factor in the 
impact of risk communication for CHD, despite the fact that it is largely absent 
from models of health behaviour. It is not clear whether this is because there 
is something qualitatively different about risk communication and further 
exploration of this is required to establish if models of health behaviours need 
to be amended if they are to be applied to risk communication.
The findings in relation to self-efficacy suggested that the more confident 
participants felt about their ability to change, the more likely they were to 
intend to act. In addition, the impact of self-efficacy appeared to be strongest 
when considering longer-term intentions, perhaps suggesting that participants 
were more confident and optimistic about their ability to change in the future, 
as opposed to immediately. An alternative explanation is that individuals saw 
no need to change their behaviour in the short term and this was then 
reflected in their self-efficacy beliefs. The finding that levels of self-efficacy 
were associated with behavioural intentions supports the models of health 
psychology discussed earlier, all of which incorporate the concept of self- 
efficacy or perceived behavioural control. However, the current findings differ 
from those found by Garcia and Mann (2003) who argued that self-efficacy 
alone could account for 20% of the variance in behavioural intentions. The 
strength of association found in this study suggests that self-efficacy beliefs 
may not be so influential in certain health settings or in relation to certain 
behaviours. In particular the behaviours in question when looking to reduce 
risk of CHD, such as giving up smoking and changing eating habits, may be 
more complex than the behaviour of breast self-examination discussed by 
Garcia and Mann (2003). Self-efficacy for one’s ability to change such 
complex behaviours may not be so high, particularly for behaviours like 
smoking when many people will have attempted to give up in the past without
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success. Indeed, of the 35 smokers in the current study, all but 8  had 
attempted to give up on at least one occasion.
Alternative efficacy beliefs relate to outcome-efficacy, which was also able to 
predict behavioural intentions. The influence of outcome-efficacy was, 
however, less consistent across timeframes, becoming more influential when 
considering behavioural intentions in the longer-term. One explanation for 
this is that, in the shorter term alternative factors are more important, thereby 
overshadowing and subsuming the impact of outcome efficacy. The 
predictive utility of outcome-efficacy in the current study supports previous 
research by Schwarzer and Fuch (1995) and Bennett et al. (1999). It is 
important to note, however, that these studies looked at the association 
between outcome-efficacy and actual behaviour change, while the current 
study was looking primarily at the relationship between outcome-efficacy and 
behavioural intentions. Further research is, therefore, required to explore the 
impact of outcome-efficacy on actual behaviour so that clear comparisons can 
be made with previous research. An alternative explanation for the influence 
of outcome-efficacy in this study is that participants were provided with 
information about the impact of interventions. It is possible that this 
information acted to alter outcome-efficacy beliefs and it is not clear what the 
level of outcome-efficacy would have been if this information had not been 
provided. Despite this, outcome-efficacy does appear to be an important 
construct, supporting the theoretical models that incorporate this construct, 
such as the Protection Motivation Theory (Maddux & Rogers, 1983), the 
Theory of Planned Behaviour (Ajzen, 1988) and the Self Regulation Model 
(Leventhal, Meyer & Nerenz, 1996).
In terms of negative affect following risk communication, higher levels of 
negative affect were associated with behavioural intentions but only for 
intentions to change within the next 12 months. One possible explanation for 
this is that negative affect immediately following risk communication results in 
a preoccupation with health related issues which in turn leads to action in the 
short term. An alternative explanation, however, is that individuals who
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experienced negative emotions following risk communication had intentions to 
act which were less about their desire to reduce their risk of disease and more 
with the intention of reducing their discomfort. Both explanations would 
appear to support Leventhal's self regulation model of health behaviour 
(Leventhal et at. 1996) which suggests that people act to reduce both the 
threat and the discomfort associated with threats to health. Interestingly, 
negative affect did not influence immediate behavioural intentions and it is 
likely that this was due to the stronger influence of smoking status at this 
timeframe. The impact of negative emotional response following risk 
communication may be of particular importance, as the current findings 
suggest that risk communication that evokes negative affect may only have a 
short-term impact meaning that risk communication requires repetition over 
time to maximize behavioural intentions and behaviour change.
In terms of participant's age, it was of note that younger participants were less 
likely to have intentions to act to reduce their risk of CHD in the short term 
compared to older participants. One explanation for this comes from Tversky 
and Kahneman’s (1974) proposed representativeness heuristic. The use of 
such a heuristic would have lead young participants to judge their probability 
of developing CHD by how representative they considered themselves to be 
of people who have CHD. Although the risk information presented suggested 
they were at high risk of disease they may have neglected this, resulting in 
low levels of behavioural intentions, suggesting that younger individuals may 
delay action in the knowledge that risk of disease increases with time.
Perhaps these participants felt that they did not need to act until the risk was 
more immediate. Such a finding supports previous research by Fair et al. 
(2004) who found that age plays an important role in risk communication for 
CHD by its impact on immediacy and level of risk. The finding that age was 
not a predictor of longer term intentions suggests that younger participants, 
while not acting in the short term did acknowledge the necessity to act on a 
longer term basis.
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In terms of immediate behavioural intentions, it was of interest to note that 
smoking status predicted intentions. More specifically, those participants who 
did not smoke had a greater intention to change. This finding suggests that, 
in the immediate post communication phase, smokers may not be particularly 
receptive to risk communication messages. One explanation for this is the 
presence of a defensive bias in smokers, which would support the findings of 
both Eiser et a/. (1979) and Croyle (1990). Perhaps the participants who 
smoked felt that the change required to reduce their risk of CHD was 
overwhelming, particularly if they had a previous and unsuccessful attempt to 
stop smoking.
Interestingly, level of understanding predicted participant’s intentions to 
change behaviour in the next 12 months. Participants who demonstrated 
lower levels of understanding of the risk information had greater intentions to 
change their behaviour in the following 12 months. Why this should be is 
unclear. One possible explanation is the positive bivariate correlation 
between the number of errors in understanding of the risk information and 
self-efficacy, so that participants with higher levels of self-efficacy were more 
likely to make errors in the understanding of the information. It is possible that 
participant’s confidence counteracted the impact of risk information, so that 
the salience of the information diminished, leading to poorer retention in 
memory. If participants are highly confident that they would be able to reduce 
their risk of disease, the actual level of risk is less significant. Further 
investigation, to explore this finding would need to be undertaken before any 
clear conclusions could be drawn.
While a number of factors did impact on participant’s intentions to change 
their behaviour following risk communication of CHD, this study has shown 
that the way in which information is presented to participants and information 
about different interventions does not impact differentially on factors such as 
risk perceptions and outcome efficacy. Importantly, the amount of information 
provided is important and a careful balance needs to be found to ensure that 
individuals are not overloaded with information but, at the same time, remain
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well informed. Specific information about the benefits of interventions should 
be included as this may help to enhance outcome-efficacy. It is likely that in 
the immediate post communication phase, current risky behaviour, such as 
smoking, will inhibit behavioural intentions, while increased age and negative 
affect will be more likely to facilitate action in the mid term. In the longer term, 
people may benefit from repeated presentation of risk information and efforts 
to enhance both self-efficacy and outcome-efficacy are likely to impact 
positively on the uptake of health promoting behaviour. Importantly, biases in 
the way risk information is processed are likely both in smokers and younger 
people and consideration should be given to how such biases might be 
addressed.
5.2 Limitations of the Current Study
A number of limitations of the current study include the use of a non-clinical 
sample and the representativeness of this sample, manipulation of risk using 
a hypothetical scenario, lack of control groups and difficulties of interpreting 
causality from correlational analyses. The current study was based on a non- 
clinical population on the basis that this would allow for a greater control of a 
number of variables. The limitation that studying non-clinical populations 
brings is that it remains unclear how the findings of the current study would 
translate to people attending medical consultations in which information about 
risk of CHD is provided. Given that there is still a limited amount of research 
into methods of risk communication in CHD, it was considered important to 
explore a number of factors initially, in an attempt to explore the key concepts 
in risk communication. Furthermore, careful consideration was given to the 
sample to ensure that it was as representative of a clinical population as it 
could be. In terms of ethnicity, it is likely that the sample used was not 
entirely representative, being made up of predominantly white participants 
and this should be taken into account. Ultimately, once key psychological 
factors in risk communication have been elucidated it will be important to 
evaluate these in a clinical setting.
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The use of a hypothetical scenario, meant that level of risk could be controlled 
across groups. It was hoped that providing identical levels of risk to all 
participants would mean that any differences between groups could be more 
reliably attributed to differences in the way risk was presented. The drawback 
of using a hypothetical scenario is that it was less likely to be accepted by 
participants as truth. An alternative approach might have been to actually 
take participants blood pressure and personal information about risk factors 
and then provide them with false feedback regarding their risk, so that 
participation in the study had more ecological validity than the use of a 
hypothetical scenario alone. This was not considered appropriate on ethical 
grounds and sample size required. Use of a hypothetical scenario did mean 
that some participants might have found it hard to imagine that they were at 
such a risk of CHD. Although it did provide a measure of the likely quality of 
response to risk information it remains unclear the extent to which people in a 
clinical setting are likely to respond to such information, for example, the 
extent to which they feel anxious or worried when faced with a threat to their 
health.
One further limitation of the current study was the lack of control groups. All 
the participants were provided with information suggesting they were at high 
risk of CHD and all participants received information about the impact of a 
specific intervention. As a result it is unclear how people at low risk of CHD 
would have responded to the information and how people who do not receive 
information about interventions respond. Receiving information suggesting a 
high risk of CHD without information about potential interventions, may have 
led to more distress than receiving additional information about interventions. 
Providing information about interventions may then lead to lower intentions to 
act. Alternatively such information about interventions may lead to enhanced 
outcome-efficacy and consequently greater behavioural intentions. Given that 
the current study had six conditions it was not felt feasible to incorporate such 
controls. The current study was, therefore, a preliminary exploration and 
ultimately, further research is required.
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5.3 Implications for Clinical Practice
The greatest implication to clinical practice is the finding that the way in which 
risk information is presented appears to be less important than the amount of 
information given, in that people are only able to process small amounts of 
information. This is a challenge for clinicians, in terms of finding a balance 
between the right amount of information required to facilitate informed 
decision making while not overloading patients with too much information.
Clinicians should also be aware that, while factors, such as emotional 
response, self-efficacy and outcome efficacy are likely to be influential in the 
way individuals intend to act following risk communication for CHD, a number 
of other factors are also important. While it is likely that some of these remain 
unknown at this time, given the amount of variance in intentions that cannot 
be explained, factors that are known include how much people value their 
health, age and smoking status. Clinicians would benefit from considering 
how they might enhance the value people place on their health as well as 
considering how confidence in people's ability to change and expectations 
about outcomes can be increased. Providing patients with information about 
the impact of interventions may enhance their belief that their efforts will be 
rewarded by benefits to their health. Finally, repeated risk communication 
messages, perhaps in the format of follow-up appointments should be 
considered.
5.4 Contribution to Clinical Psychology
Although the current study has been conducted in a predominantly health 
setting there are a number of ways in which the findings contribute to clinical 
psychology more generally. Clinical psychologists working in health related 
disciplines can benefit from the current research in terms of the understanding
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it provides about how individuals responds to risks to their health. If the 
agreed goal of a psychological therapy is to promote the adoption of health 
behaviour, discussion with clients focussing on how much they value their 
health, how much they believe changing their behaviour will lead to benefits 
and focussing on their beliefs about their ability to change is likely to be of 
benefit.
More generally in the field of clinical psychology, providing clients with 
information about the potential benefits of a psychological therapy may 
enhance their desire to engage in therapy. For example, routinely providing 
clients with information about the efficacy of treatments may encourage them 
to become more actively engaged in the process. For example, providing 
information to clients about the effectiveness of cognitive behaviour therapy 
or, more specifically, information about the likely benefit of therapeutic 
techniques, such as behavioural experiments may motivate clients to try out 
the techniques by way of enhancing their outcome-efficacy. While care needs 
to be taken to ensure that vulnerable clients are not left feeling that they have 
failed if they are not able to benefit as much from interventions as others 
have, providing simple information about the possible benefits may be helpful.
A further contribution to clinical psychology generally, is the finding that clients 
are not able to retain large amounts of information. This supports the work of 
Ley (1988) who argued that compliance to medical recommendations was 
related to patient’s recall for information. Ley argued that only three key 
pieces of information could be recalled and the current study provides an 
example of just how much information clients are likely to retain. It may be 
helpful for clinical psychologists to stick to two or three key points when 
meeting with clients or to provide a written account of the key points that were 
discussed during a session, in order to ensure that clients have understood 
and not been overwhelmed by large amounts of information.
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7. APPENDICES
7.A Risk Charts for Experimental Conditions
7. A 1 Ten year absolute risk chart
100% EU Risk Before Intervention W hat this chart shows you isthat your chance of developing
80% EU Risk After Intervention coronary heart disease in the 
next ten years is 11%. It also
60% shows you that, if you w ere to 
change your lifestyle now to
40% reduce your risk, the chance of 
developing coronary heart
20% 11% disease in the next ten years
0% I I 1%
would fall to 1%.
10 year risk of CHD
7.A. 2 Ten year relative risk chart
100%
80%
60%
40%
20%
0%
CH Average Population Risk 
□  Risk Before Intervention 
D  Risk After Intervention
11%
3% |  | 1%
10 year risk of CHD
W hat this chart shows you is that 
your chance of developing  
coronary heart d isease in the  
next ten years is 11 %. It also 
shows you that the chance of 
other people your age and 
gender developing coronary 
heart disease in the next ten 
years is 3% . It also shows you 
that, if you w ere to change your 
lifestyle now to reduce your risk, 
the chance of developing 
coronary heart d isease in the 
next ten years would fall to 1%.
7. A. 3 Ten year absolute risk plus lifetime risk chart
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100%
20%
65%
□  Risk Before Intervention 
D  Risk After Intervention
40% 33%
10 year risk of C H D Lifetime risk of C H D
W hat this chart shows you is that your chance of developing coronary heart disease in the 
next ten years is 11%. It also shows you that, if you w ere to change your lifestyle now to 
reduce your risk, the chance of developing coronary heart disease in the next ten years would 
fall to 1 %.
W hat this chart also shows you is that your chance of developing coronary heart disease at 
some point during your lifetime is 65% . It also shows you that, if you w ere to change your 
lifestyle now to reduce your risk, the chance of developing coronary heart disease at some 
point during your lifetime would fall to 33% .
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7.B Intervention scripts for experimental conditions
7. B. 1 Script for Lifestyle Intervention
I would like you to imagine that you are now sitting in your doctor’s office.
Your doctor has just finished giving you the information about your risk of 
coronary heart disease and gives you the following advice:
One way to significantly reduce the risk of coronary heart disease is to change 
your lifestyle. This can be done by giving up smoking or not starting to 
smoke, by eating a healthy diet, by regular physical activity and by losing 
weight if you are overweight.
7. B. 2 Script for Medical intervention
I would like you to imagine that you are now sitting in your doctors office. 
Your doctor has just finished giving you the information about your risk of 
coronary heart disease and gives you the following advice:
One way to significantly reduce the risk of coronary heart disease is to keep 
your blood pressure and cholesterol levels down to an appropriate level. I 
would like to regularly monitor your blood pressure and cholesterol levels. I 
would also like you to take some medication that will reduce your blood 
pressure and cholesterol.
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7.C Positive and Negative Affect Scale (PANAS)
This scale consists of a number of words that describe different feelings and emotions. 
Read each item and then indicate to what extent you feel them right now, at this 
moment.
Very slightly A little Moderately Quite a Bit Extremely 
Or not at all
Interested □ □ □ □ □
Distressed □ □ □ □ □
Excited □ □ □ □ □
Upset □ □ □ □ □
Strong □ □ □ □ □
Guilty □ □ □ □ □
Scared □ □ □ □ □
Hostile □ □ □ □ □
Enthusiastic □ □ □ □ □
Proud □ □ □ □ □
Irritable □ □ □ □ □
Alert □ □ □ □ □
Ashamed □ □ □ □ □
Inspired □ □ □ □ □
Nervous □ □ □ □ □
Determined □ □ □ □ □
Attentive □ □ □ □ □
Jittery □ □ □ □ □
Active □ □ □ □ □
Afraid □ □ □ □ □
228
Information Sheet
UniS
University School of
of Surrey Human
Sciences
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44(0)1483 300803 
www.surrey.ac.uk
Facsimile
+44(0)1483 689553
Department of 
Psychology
INFORMATION SHEET
Study Title: Evaluation of Communication Methods 
in the Prevention of Coronary'Heart Disease
You have been invited to take part in this study. Before you decide whether or not you would 
like to participate please read the following information.
Background Information
Coronary heart disease is one of the most common causes of death in the UK. Health 
professionals have become increasingly concerned in attempts to prevent this condition. In 
order to do so it is necessary to assess an individual’s risk of developing coronary heart 
disease and to communicate, this in an effective way so that steps can be taken to reduce this 
risk. The purpose of this study is to investigate the most effective way to communicate risk 
information and the individual characteristics of people that may influence the impact of this 
information. The potential benefits of this study will be to increase our potential to prevent 
coronary heart disease.
What Participation Involves
If you agree to take part in this study, you will be asked to complete a number of 
questionnaires and you will be provided with risk information about coronary heart disease. 
You will be asked to imagine that this information relates to you personally. Completion of 
the study will take approximately 20 minutes.
You will be free to withdraw from the study at any time and you will not have to give a reason 
for this withdrawal. All information that you provide will be completely confidential.
This research is being undertaken as a requirement of the Doctorate training in Clinical 
Psychology. For further information or queries about this study please email Kate Telford on 
psm7kt@sun-ev.ac.uk or write to Department of Psychology, University of Surrey, Guildford,
GU2 7XH
7.E Consent Form
CONSENT FORM
Study Title: Evaluation of Communication Methods in the Prevention of 
Coronary Heart Disease
I have read and understood the information sheet provided. Yes/No
I have been given a full explanation by the investigators of the nature, purpose 
and likely duration of the study and of what I will be expected to do. Yes/No
I have been given the opportunity to ask questions on all aspects of the study 
and have understood the advice and information given as a result. Yes/No
I understand that all personal data relating to volunteers is held and processed 
in the strictest confidence, and in accordance with the Data Protection Act 
(1998). I agree that I will not seek to restrict the use of the results of the study 
on the understanding that my anonymity is preserved. Yes/No
I understand that I am free to withdraw from the study at any time without 
needing to justify my decision and without prejudice Yes/No
I confirm that I have read and understood the above and freely consent to 
participate in this study. I have been given adequate time to consider my 
decision and agree to comply with the instructions and restrictions of the study.
Yes/No
Name of volunteer (Block Capitals):
Signature:............................................................  Date:
Name of researcher (Block Capitals):
Signature: Date:
7.F Full set of materials for participation in condition 1 : Ten year 
absolute Risk plus lifestyle intervention
Background Information
Are you: Male □ Female □
Age: _________
Are you currently employed? Yes □ No □
What is your occupation? __________________________
What is your highest qualification? Please tick one o f  the following
No qualifications □
GCSE or equivalent □
‘A’ levels or equivalent □
Degree or equivalent □
Postgraduate qualification □
How would you describe your ethnic group? Please tick one o f  the following
White □
Black Caribbean □
Black African □
Black Other □
Indian □
Pakistani □
Bangladeshi □
Chinese □
Other □
Please specify_____________
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Background Information Cont’d
In general, would you say your health is: Please tick one o f the following
Excellent □
Very good □
Good □
Fair □
Poor □
Have you ever been told by your doctor that you have coronary heart disease? 
Yes □ No 0
Do any members of your immediate family have coronary heart disease? 
Yes □ No D Don’t know □
Do you currently smoke?
Yes □ No 0 If yes, how many cigarettes do you smoke a day?
1-9 cigarettes □
10-20 cigarettes □
21+ cigarettes □
Have you ever tried to give up?
Yes □ No O
If yes, how many times?
1-2 times □
3-4 times □
5+ times □
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What is Coronary Heart Disease
Coronary heart disease is the term used to describe the gradual narrowing 
of the coronary arteries. These are the arteries that supply blood and 
oxygen to the heart muscle. Coronary heart disease can cause ischaemia. 
This is when there is an inadequate supply of blood and oxygen to the 
heart muscle, which often produces symptoms of angina and 
breathlessness. If a blood clot forms in a narrowed coronary artery, the 
artery can suddenly get blocked. This means that part of the heart muscle 
loses its supply of blood and oxygen resulting in part of the heart muscle 
being damaged. This is a heart attack, also known as a myocardial 
infarction.
British Heart Foundation 
Medical Information Department, April 2004
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Baseline Questions
This scale consists of a number of words that describe different feelings and emotions. 
Read each item and then indicate to what extent you feel them right now, at this 
moment.
Very slightly A little Moderately Quite a Bit Extremely 
Or not at all
Interested □ □ □ □ □
Distressed □ □ □ □ □
Excited □ □ □ □ □
Upset □ □ □ □ □
Strong □ □ □ □ □
Guilty □ □ □ □ □
Scared □ □ □ □ □
Hostile □ □ □ □ □
Enthusiastic □ □ □ □ □
Proud □ □ □ □ □
Irritable □ □ □ □ □
Alert □ □ □ □ □
Ashamed □ □ □ □ □
Inspired □ □ □ □ □
Nervous □ □ □ □ □
Determined □ □ □ □ □
Attentive □ □ □ □ □
Jittery □ □ □ □ □
Active □ □ □ □ □
Afraid □ □ □ □ □
234
How much do you agree or disagree with the following statement? Please circle a 
number
When someone has coronary heart disease it is a severe condition
Strongly agree Agree Neither agree Disagree Strongly
nor disgree disagree
1 2 3 4 5
235
Risk Information about Coronary Heart Disease
You are about to be presented with a hypothetical scenario about risk of 
coronary heart disease. The calculations that have been used to estimate 
risk of coronary heart disease are derived from a piece of computer 
software currently in use by a London clinic specialising in the 
prevention of coronary heart disease.
I would like you to imagine that you are at a consultation with your GP. 
You undergo a lot of tests, including an assessment of your blood 
pressure, cholesterol and smoking habits. Your GP also makes a note of 
your age and gender. On the basis of this information it is possible to 
calculate your risk of developing coronary heart disease.
Your GP then tells you what your risk of developing coronary heart 
disease is and presents this information to you in the form of a graph.
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R i s k  I n f o r m a t i o n
; 100% [ j |  Risk Before Intervention |
! 80%
□  Risk After Intervention
60%
40%
20% 11%
0% I 1%
10 year risk of CHD
What this chart shows you is that your chance of developing coronary heart disease in 
the next ten years is 11%. It also shows you that, if you were to change your lifestyle 
now to reduce your risk, the chance of developing coronary heart disease in the next 
ten years would fall to 1%.
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INTERVENTION
I would like you to imagine that you are now sitting in your doctors 
office. Your doctor has just finished giving you the information about 
your risk of coronary heart disease and gives you the following advice:
One way to significantly reduce the risk of coronary heart disease is to 
change your lifestyle. This can be done by giving up smoking or not 
starting to smoke, by eating a healthy diet, by regular physical activity 
and by losing weight if you are overweight.
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Follow-up Questions
In the space below, record any thoughts you had while you were reading the risk 
information on the previous page:
The following questions relate to your understanding of the information 
presented.
What was the probability that you would have coronary heart disease in the next 10 
years? Please tick one o f  the following.
□ 0-5% □ 6-10% □ 11-15% □ 16-20% □21-25%
What was your risk of coronary heart disease in the next ten years if you received a 
medical intervention or changed your lifestyle immediately? Please tick one o f  the 
following.
□ 0-5% □ 6-10% □ 11-15% □ 16-20% □ 21-25%
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This scale consists of a number of words that describe different feelings and emotions. 
Read each item and then indicate to what extent you would feel them based on the 
information you have iust received
Very slightly A little Moderately Quite a Bit Extremely 
Or not at all
Interested □ □ □ □ □
Distressed □ □ □ □ □
Excited □ □ □ □ □
Upset □ □ □ □ □
Strong □ □ □ □ □
Guilty □ □ □ □ □
Scared □ □ □ □ □
Hostile □ □ □ □ □
Enthusiastic □ □ □ □ □
Proud □ □ □ □ □
Irritable □ □ □ □ □
Alert □ □ □ □ □
Ashamed □ □ □ □ □
Inspired □ □ □ □ □
Nervous □ □ □ □ □
Determined □ □ □ □ □
Attentive □ □ □ □ □
Jittery □ □ □ □ □
Active □ □ □ □ □
Afraid □ □ □ □ □
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The following are questions based on the information you have just received.
How disturbed would you be by this information?
Not at all disturbed Extremely disturbed
0 1 2 3 4 5 6
How worried would you be by this information?
Not at all worried Extremely worried
0 1 2 3 4 5 6
What is the likelihood that you would have coronaiy heart disease at some point in
Not at all likely Extremely likely
• the next 12 months? 0 1 2 3 4 5 6
• the next 10 years? 0 1 2 3 4 5 6
• your lifetime? 0 1 2 3 4 5 6
Compared to other people your age and sex what would your risk of having coronaiy 
heart disease at some point in
Much lower Much higher
• the next 12 months be? 0 1 2 3 4 5 6
• the next 10 years be? 0 1 2 3 4 5 6
• your lifetime be? 0 1 2 3 4 5 6
If you changed your lifestyle now what is the likelihood that you would have CHD at 
some point in
Not at all likely Extremely likely
• the next 12 months? 0 1 2 3 4 5 6
• the next 10 years? 0 1 2 3 4 5 6
• your lifetime? 0 1 2 3 4 5 6
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The following are questions based on the information you have just received.
If you received a medical intervention now (such as tablets to reduce your blood 
pressure) what is the likelihood that you would have CHD at some point in
Not at all likely Extremely likely
• the next 12 months? 0 1 2 3 4 5 6
e the next 10 years? 0 1 2 3 4 5 6
• your lifetime? 0 1 2 3 4 5 6
If you did not change your lifestyle now what is the likelihood that you would have 
CHD at some point in
Not at all likely Extremely likely
• the next 12 months? 0 1 2 3 4 5 6
• the next 10 years? 0 1 2 3 4 5 6
e your lifetime? 0 1 2 3 4 5 6
If you did not receive a medical intervention now (such as tablets to reduce your 
blood pressure) what is the likelihood that you would have CHD at some point in
Not at all likely Extremely likely
• the next 12 months? 0 1 2 3 4 5 6
• the next 10 years? 0 1 2 3 4 5 6
e your lifetime? 0 1 2 3 4 5 6
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To what extent would you agree with the following statements?
Strongly
agree
It is necessary to take action now to 
reduce my risk of CHD
It is important to change my lifestyle 
to reduce my risk of CHD
It is important to receive a medical 
intervention to reduce my risk of 
CHD
I have confidence in the medical 
professionals who would provide me 
with information about my CHD risk
Lowering my cholesterol level and 
blood pressure would reduce my risk 
of coronary heart disease
Eating a lower fat diet would reduce 
my cholesterol level
Taking medication would reduce my 
cholesterol level and blood pressure
It would be easy for me to lower my 
cholesterol level and blood pressure
It would be difficult for me to eat a 
lower fat diet
It would be easy for me to take 
cholesterol and blood pressure- 
lowering medication as recommended
It would be easy for me to reduce my 
risk of having cardiovascular disease
Please circle a number for each item
Agree Neither Disagree Strongly 
agree disagree
nor 
disgree
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
2 3 4 5
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The following are questions based on the information you have just received.
How motivated would you be to change your lifestyle?
Not at all motivated Extremely motivated
immediately? 0 1 2 3 4 5 6
in the next 12 months? 0 1 2 3 4 5 6
in the next 10 years? 0 1 2 3 4 5 6
in your lifetime? 0 1 2 3 4 5 6
What is the likelihood that you would start a low-fat diet
Extremely unlikely Extremely likely
immediately? 0 1 2 3 4 5 6
in the next 12 months? 0 1 2 3 4 5 6
in the next 10 years? 0 1 2 3 4 5 6
in your lifetime? 0 1 2 3 4 5 6
What is the likelihood that you would start to do at least 30 minutes of exercise (e.g. 
brisk walking, swimming, cycling) five times a week
Extremely unlikely Extremely likely
immediately? 0 1 2 3 4 5 6
in the next 12 months? 0 1 2 3 4 5 6
in the next 10 years? 0 1 2 3 4 5 6
in your lifetime? 0 1 2 3 4 5 6
What is the likelihood that you would visit your GP to have your blood pressure and 
cholesterol level checked
Extremely unlikely Extremely likely
immediately? 0 1 2 3 4 5 6
in the next 12 months? 0 1 2 3 4 5 6
in the next 10 years? 0 1 2 3 4 5 6
in your lifetime? 0 1 2 3 4 5 6
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Information about CHD
You may like to read the following information about coronary heart disease.
What is Coronary Heart Disease
Coronary heart disease is the term used to describe the gradual narrowing of the 
coronaiy arteries. These are the arteries that supply blood and oxygen to the heart 
muscle. Coronary heart disease can cause ischaemia. This is when there is an 
inadequate supply of blood and oxygen to the heart muscle, which often produces 
symptoms of angina and breathlessness. If a blood clot forms in a narrowed coronary 
artery, the artery can suddenly get blocked. This means that part of the heart muscle 
loses its supply of blood and oxygen resulting in part of the heart muscle being 
damaged. This is a heart attack, also known as a myocardial infarction.
Risk factors for coronary heart disease
The narrowing of the coronary vessels is usually a gradual process that will have been 
going on for years. It is often linked with risk factors such as smoking, high blood 
pressure, high blood cholesterol, physical inactivity and being overweight. There may 
also be links related to family history.
Reducing risk of coronary heart disease
Having a normal cholesterol level is important, but it does not necessarily prevent you 
developing coronary heart disease. Other factors such as smoking, being overweight 
or obese, diabetes, high blood pressure or physical inactivity may contribute to 
increasing your risk. Adopting a healthy lifestyle can significantly reduce the risk of 
coronary heart disease.
You should:
• stop smoking
• keep your blood pressure under control
• eat a healthy diet with plenty of fruit and vegetables with two portions of fish a 
week, one being oily. Make sure your meals are low in saturated fat.
• get active. Start to do regular physical activity such as brisk walking, swimming 
or cycling for 30 minutes a day, at least five times a week.
• control your weight. If you are overweight you should aim to lose weight.
If a general practitioner feels that an individual’s blood pressure and/or cholesterol is 
too high, the use of medications, such as Statins, may be recommended. Drug 
treatment to lower cholesterol and blood pressure reduces the risk of coronary heart 
disease
THANK YOU FOR TAKING PART IN THIS STUDY
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7.G Letter from Ethics Committee granting ethical approval study
UniS
Ethics Committee
26 October 2005
Ms Kathryn Telford 
Department of Psychology 
School of Human Sciences
Dear Ms Telford
Evaluation of risk communication methods in the prevention of coronary heart 
disease (EC/2005/88/Psvch)
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical opinion for 
the above research on the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion: 26 October 2005
The list of documents reviewed and approved by the Committee is as follows:-
Document Type: Application 
Dated: 02/08/05 
Received: 17/08/05
Document Type: Summary of Project 
Received: 17/08/05
Document Type: Research Proposal 
Received: 17/08/05
Document Type: Information Sheet 
Received: 17/08/05
Document Type: Consent Form 
Received: 17/08/05
Document Type: Baseline Ouestions 
Received: 17/08/05
Document Type: Follow-up Ouestions 
Received: 17/08/05
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2Document Type: Documents Relating to Insurance 
Received: 17/08/05
Document Type: Your Response to the Committee’s Comments 
Dated: 12/10/05 
Received: 18/10/05
Document Type: Amended Protocol 
Dated: 11/10/05 
Received: 18/10/05
This opinion is given on the understanding that you will comply with the University's Ethical 
Guidelines for Teaching and Research.
The Committee should be notified of any amendments to the protocol, any adverse 
reactions suffered by research participants, and if the study is terminated earlier than 
expected, with reasons.
You are asked to note that a further submission to the Ethics Committee will be required in 
the event that the study is not completed within five years of the above date.
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethics Committee 
Dr V Senior, Supervisor, Psychology
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7.H Bivariate correlations between key constructs and behavioural 
intentions
The correlation matrix in Table 10 shows the relationship between key 
constructs and behavioural intentions at different timeframes. Scatterplots for 
bivariate correlations were produced, all of which demonstrated a linear 
relationship between variables.
A number of post risk communication variables were significantly related to 
participant’s behavioural intentions. The correlation matrix in Table 10 
revealed that behavioural intentions were positively associated with elevated 
levels of negative affect following risk communication, increased perceptions 
of risk and increases in both outcome-efficacy and self-efficacy. Behavioural 
intentions were also positively associated with increases in the belief that it is 
necessary and important to reduce risk of CHD as well as increased 
confidence in the medical professionals providing such risk information.
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Table 12: Correlation Matrix for Key Factors and Behavioural Intentions
Negative 
Affect (1)
12 
month 
Risk 
Perception 
(2)
10 
year Risk 
Perception 
(3)
Lifetime 
Risk 
Perception 
(4)
Belief in 
how 
nec./im
p. it is 
to 
act (5)
Confidence 
ini professionals 
(6)
Outcom
e 
efficacy 
(7)
Self Efficacy 
(8)
Im
m
ediate 
Intentions 
to 
Act (9)
Intentions 
to 
Act in 
12 
Months 
(10)
Intentions 
to 
Act in 
10 
Years 
(11)
Intentions 
to 
Act in 
Lifetime 
(12)
1 .32** .29** .23** .29** -.03 .02 -.10 .19** 2 ? * .18** .08
2 .81** .62** .41** .04 .06 -.19** .13* .14* .14* .06
3 .85** .46** .03 .10 -.18** .14* .19** .20** .13*
4 .48** .03 .13* -.11 .09 .14* .16* .12
5 .26** .30** -.02 .45** .44** .38** .28**
6 .39** .16* .21** .23** .24** .21**
7 .20** .30** .30** .32** .29**
8 .15* .17* .20** .21**
9 .84** .64** .49**
10 .87** .69**
11 .90**
12t -.04 .01 -.07 -.08 .10 .02 .07 .20** -.02 -.03 -.01 .02
NB: The direction of some correlations have been amended to account for reflected transformations 
‘Significance at P<0.05 level (1 tailed), ** Significant at P<0.01 level (1 tailed) 
t  Correlations for % errors in understanding based on Spearman’s Rank Test (2 tailed)
I I Post Communication Measures I I Intentions
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